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ON THE 
DEVELOPMENT OF PSYCHO- 
PATHOLOGY 
AND ITS PLACE IN MEDICINE. 


Delivered at the Royal College of Physicians of London 
on March 11th, 16th, and 18th, 1926, 


By BERNARD HART, M.D., F.R.C.P. Lonp., 


PHYSICIAN IN PSYCHOLOGICAL MEDICINE, UNIVERSITY 
COLLEGE HOSPITAL, 


LECTURE I. 

DURING the past few decades psychology has 
emerged with disconcerting vigour from the paths of 
academic quietude, and has laid claim to a substantial 
share in the practical affairs of mankind. It has 
asserted its right to a place in the proud structure 
of the sciences, and its right to contribute to the 
understanding and control of the actual problems of 
human life. Among those problems is the causation 
and treatment of disease, and it is to the endeavours 
and achievements of psychology in this sphere that the 
present lectures are devoted. Our task will be to 
trace out the development of the psychological 
approach in medicine, to consider the scientific and 
medical value of the successive stages in that develop- 
ment, and finally to estimate the place in medicine to 
which the psychopathology of to-day is entitled. 

The justification of such a survey hardly requires 
demonstration. Interest in morbid psychology has 
increased in a remarkable manner during this century, 
and at the present time there is a veritable spate of 
literature dealing with the subject. It is true that 
much of this has but little value from the standpoint 
of science, but some of it is solid work, and the claim 
is made that psychopathology has succeeded in 
elucidating, at any rate in large measure, the problem 
of the nature and causation of the psychoneuroses. 
Such a claim, relating as it does to a group of disorders 
which form a not inconsiderable portion of medical 
practice, clearly merits careful examination and 
appraisement. 

Our task, then, is to describe the history of psycho- 
pathology as a branch of medicine, to evaluate its 
achievements, and to consider how far it has succeeded 
in establishing a secure position within the fold of 
science. As a preliminary measure it will be helpful 
to define the precise meaning of some of the terms in 
this statement of our aim, so that the extent and 
limitations of the path we desire to traverse may be 
clearly marked out. 

DEFINITION OF PSYCHOPATHOLOGY. 

** Psychopathology ’’ connotes, not a mere descrip- 
tion of mental symptoms, but an endeavour to explain 
disorder or certain disorders in terms of psycho- 
logical processes. The distinction expressed here 
is of the greatest importance for a clear under- 
standing of the subject. The description of mental 
symptoms constitutes clinical psychiatry, and is as 
distinct from psychopathology as clinical medicine is 
from pathology. In the former case we are concerned 
with the recording of clinical phenomena, in the latter 
with the elucidation of the processes responsible for 
those phenomena. To enumerate the delusions which 
a patient expresses is not psychopathology but clinical 
psychiatry, and we do not pass beyond this until we 
endeavour to explain the incidence of the delusions 
in terms of causal processes. Moreover, this explana- 
tion is only psychopathological if it is couched in the 
language of psychology and built up of psychological 
conceptions. Drever has remarked that “* the indirect 
explanation of experience in terms of nervous 
structure and nervous process is no psychological 
explanation at all, but a physiological one,’’? and it 
is equally true that the explanation of morbid mental 
symptoms in terms of brain may be excellent pathology, 

* Drever: Instinct in Man, second edition, 1921, p. 9. 
vo 





but it is not psychopathology. How far it is possible 
and useful to explain disorder by means of “psycho- 
logical conceptions, or, in other words, how far 
psychopathology deserves a place in scientific medicine, 
is, of course, a legitimate question, and one which 
forms a chief subject of inquiry in these lectures ; but 
we cannot even begin to answer it unless it is clearly 
understood that psychopathology does not mean a 
physiological explanation of mental disorder, but a 
psychological explanation of disorder, whether that 
disorder is mental or physical in its manifestations. 
For example, an explanation of the intellectual 
enfeeblement of senile dementia in terms of the lesions 
found in the brain is a physiological interpretation, 
although the phenomena explained are mental in 
character, while an explanation of hysterical paralysis 
in terms of suggestion is psychopathological although 
the phenomena explained are physical in character. 

In the light of these considerations it will be under- 
stood that in the present lectures we are only indirectly 
concerned with clinical psychiatry, and that its history 
and development do not enter into our inquiry. It is 
noteworthy, indeed, that psychopathology has mainly 
grown, not from the study of insanity, but from the 
investigation of hysteria, in which the phenomena are 
in great part physical in their manifestations. 

In the definition of psychopathology which has 
been given above, the word “‘ explain ”’ is used in the 
sense in which it constitutes the goal of scientific 
method. Karl Pearson, in his classical ‘‘ Grammar 
of Science,”’? has analysed the fundamental features 
which distinguish science from all other attempts 
to deal with our experience, and the principles which 
he enunciates will serve as a standard whereby the 
claims of psychopathology can be tested and appraised. 
The essential character of science resides, not in the 
nature of the facts with which it deals, but in the 
method of attack which it employs. This method 
consists in three successive steps. Firstly, the 
observation of phenomena; secondly, the orderly 
arrangement and classification of the facts which 
have been observed; and thirdly, the finding of 
‘laws ’’ which will serve to explain those facts and 
enable us to predict and control the occurrence of 
future phenomena of the same order. <A body of 
knowledge which has traversed only the first two 
steps has attained to the level of a descriptive science, 
but it is imperfect and inadequate until it has 
succeeded in passing on to the third step. This 
third step involves a transition from phenomena to 
concepts. The “ laws” which it formulates are not 
phenomena which can be observed in nature, but are 
constructed by the human mind in order to account 
for those phenomena. They are, in other words, 
conceptual abstractions whose sole claim to validity 
is that they do explain the observed facts. The 
history of our knowledge of planetary motion evolved 
from the observation of the successive positions 
occupied by the planets, through the classification of 
those positions by Kepler whereby it became apparent 
that the planets moved in ellipses round the sun, to 
the construction of the law of gravity by Newton 
which explained in a single and comprehensive 
formula the track and relations of the planetary 
movements. It is to be noted that the “ laws” 
whose development constitutes the third step of 
seience are not only conceptual in character, but are 
frequently built up of imagined entities which cannot 
possibly be observed, and may even involve qualities 
contradicting our general experience. For example, 
the phenomena of light are explained by the assump- 
tion of a weightless and frictionless ether, which not 
only cannot be observed but is imagined to possess 
qualities differing from those shown by every substance 
which has been observed. This freedom from the 
trammels of phenomenal reality which scientific con- 
ceptions claim to exercise will be found to be a point 
of fundamental importance when we have to consider 
the justification of such psychopathological concepts 
as the ‘“ unconscious.” It is necessary to remark 
that this freedom is only relative. Science does not 
The Grammar of Science, 1892. 
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entitle us to construct conceptions built entirely in 
the air, but only such as conform to the rigid procedure 
of its method. That is to say, they must explain the 
observed facts, they must not be contradicted by 
other facts, and they must be capable of verification 
by repeated reference to experience and experiment. 
The theory of light, for example, assumes an ether 
and the movement of its particles according to the 
laws of wave motion, but it only has scientific validity 
because every time we test our calculations by reference 
to experience and experiment we find that the pheno- 
mena observed are precisely what the theory would 
anticipate them to be. In other words, the validity 
of a scientific conception is measured by the service it 
is able to perform in the understanding, the prediction, 
and the control of the facts of our experience. So long 
as it can do these things it has a place in science, but 
when the advance of our knowledge shows it to be 
inadequate in these respects or capable of being 
replaced by some wider and more satisfying conception 
it is to be ruthlessly scrapped. 
PSYCHOLOGICAL FACTORS IN ANCIENT AND 
PRIMITIVE MEDICINE. 

This digression to the basic principles of science 
has been necessary in order that we may have at our 
disposal a definite standard whereby to assess the 
history and achievement of psychopathology, and 
with this in our possession we may now pass on to 
the proper subject of our inquiry. The first task to 
be attempted will be a summary review of the 
history of medicine with the object of discovering 
the beginnings of psychopathology, and the observa- 
tions and conceptions which have served the 
chief stones in its building. It may be said at once 
that psychopathology is a science of comparatively 
recent growth, and that hardly any traces of it are 
to be found before the middle of the nineteenth 
century. This may seem a strange statement in 
view of the prominent part played by apparently 
psychological procedures in medicine from the very 
dawn of history, and the oft-repeated assertion that 
psychotherapy is the oldest form of medical treatment. 
Nevertheless, a perusal of the facts in the light of the 
general principles already laid down will show that 
itjis substantially true, and that to regard the views 
and practices of early medicine as the first stages 
in the development of psychopathology is historically 
and logically false. 

If we look back to ancient medicine we find every- 
where the same essential picture, disease regarded 
as the work of demons or of magic, and a corresponding 
treatment by the aid of incantations, charms, and 
exorcisms. Side by side with these demonological 
conceptions and therapies, however, there existed 
a certain number of simple surgical practices, and 
a herbal lore in which, amongst masses of extra- 
ordinary and revolting ingredients, one finds the 
names of drugs of undoubted efficacy and value. 
The Ebers papyrus (1550 B.c.),° for example, describes 
the incantations used in Egyptian medicine, but it 
also contains a list of remedies including such familiar 
drugs as opium, hyoscyamus, squills, and castor oil. 
The records of Babylonian medicine show a similar 
demonological view of the causation of disease, and 
detail the litanies and incantations necessary for its 
treatment. Diagnosis is closely connected with 
astrology, and is made by the interpretation of 
omens. ‘ In the Old Testament disease is an expres- 
sion of the wrath of God, to be removed only by 
moral reform, prayers, and sacrifice,’”’* Yet in both 
these cases there is ample evidence of the use of 


as 


simple surgical, herbal, and hygienic measures, 
apparently without relation to the supernatural 
conceptions applied to disease in general. It is, 
perhaps, legitimate to assume that the former 


originally developed on a basis of empirical observa- 
tion essentially identical with that on which the 
structure of science was ultimately to be erected. 

* Garrison: An Introduction to the History of Medicine, third 
edition, 1921, p. 49. I am heavily indebted to this invaluable 


work for a considerable number of the historical details con- 
tained in these lectures. * Garrison: Op. cit., p. 54 ff 





Primitive tribes existing at the present day show 
in their medical practice features closely comparable 
to those found everywhere in the medicine of antiquity. 
Disease is ascribed to the action of supernatural agents 
or of human magic, and treatment is carried out 
mainly by incantation, ceremonials, and exorcisms, 
but again we find a number of remedial practices, 
apparently divorced from the demonological theory 
and therapy, and including the use of drugs and such 
simple measures as poulticing and blood-letting. 

There is definite evidence that in these primitive 
tribes demonological procedures are actually effica- 
cious, and that by their aid disease may, in fact, be 
caused and cured. Rivers remarks, ‘‘ There can be no 
question that such processes as I have recorded here 
are efficacious. Men who have offended one whom they 
believe to have magical powers sicken, and even die, 
as the direct result of their belief; and if the process 
has not gone too far, they will recover if they can be 
convinced that its spell has been removed. Similarly, 
one who has intruded on the haunt of a ghost or spirit 
will suffer, it may be, fatal illness, because he believes 
that he has lost his soul; and he will recover after 
the performance of rites to which he ascribes the 
power of restoring the lost soul to his body.’”’* Now, 
it is true that in the light of modern knowledge such 
results as these can only be explained by the invocation 
of suggestion or some similar psychological process. 
But, as Rivers later says, ‘‘It is necessary . . to 
distinguish the production and treatment of disease 
by agencies acting through the mind from the know- 
ledge that the measures used acted in this manner. 
Though remedies acting through the mind were 
probably the earliest to be employed by Man, the 
knowledge that the remedies act in this way is one 
of the most recent acquirements of medicine.” ® 
In other words, the remedies were not given as a 
result of the application of a psychological conception, 
but either on account of their supposed physical 
effect or in accordance with a magico-religious con- 
ception. It is probable that many of the successful 
results achieved by drugs at the present day owe that 
success to factors of a psychological order, but their 
use has nothing to do with psychopathology, although 
the latter may ultimately seek to utilise the results 
as facts of observation. Psychopathology is a body 
of knowledge, and it does not begin to exist until an 
attempt is made to explain the phenomena of disease 
in terms of psychological processes and by the aid of 
psychological conceptions. Practically no trace of 
such an attempt can be found in ancient or primitive 
medicine. It is to be noted, moreover, that in early 
medicine demonological conceptions and procedures 
were applied to all forms of disease indiscriminately, 
and not merely to those conditions which we now 
class as the psychoneuroses and psychoses. 

The demonological methods of ancient medicine, 
therefore, form no part of the foundations from which 
psychopathology has arisen, although the results they 
achieved can now be best explained by psychological 
conceptions. The roots of psychopathology must be 
sought for elsewhere, and they are to be found in the 
soil from which all scientific medicine has grown. The 
search for these roots will be facilitated by taking 
as @ basis Rivers’s statement that the beliefs of man- 
kind concerning the causation of disease fall into three 
categories: (a) human agency (magic), (b) super- 
natural agency, ({c) natural causes.’ In primitive 
medicine, «tiology and therapy are built almost 
exclusively on the first two—i.e., on magical and 
religious conceptions respectively. The category of 
natural causes hardly exists, but traces of it are, 
nevertheless, to be found in the domestic remedies 
and herbal lore which seem to have been employed 
everywhere side by side with the magical and religious 
practices. 

It is this third category which contains science, 
although the latter is by no means co-extensive with 
a mere belief in the efficacy of natural causes. We 
shall see that it is possible to hold many beliefs about 


* Rivers: Medicine, Magic, and Religion, 1924, p. 50. 


* Rivers: Op. cit., p. 122. * Rivers: Op. cit., p. 7. 
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“natural causes”? which are certainly not cast in 
a scientific mould. Only with the gradual evolution 
of its peculiar method of attack did science succeed 
in building up a sharply defined body of knowledge 
within the general notion that disease was produced 
by natural causes rather than by magical or religious 
agencies. Now, psychology and psychopathology are, 
or claim to be, branches of science, and therefore their 
development was only possible from the third category, 
and not at all from the other two. The failure to 
appreciate this necessary axiom was the cause of the 
long retardation of psychology in the advance of the 
sciences, and its trammelling with religion and ethics. 

The magical and religious categories of primitive 
medicine frequently crop up throughout later history, 
dominating the picture in the Middle Ages, and 
occurring sporadically even in modern times; for 
example, in Heinroth’s doctrine that mental disorder 
is due to sin and in the present-day conceptions of 
Christian Science. But they lie altogether outside 
the path of development of scientific medicine, and 
our only interest here is in the gradual evolution of 
the category of natural causes 


ORIGINS OF SCIENTIFIC MEDICINE. 

In Greek medicine we note the beginnings of what 
may be termed a philosophical approach to the 
problems of medicine. Empedocles (504-443 B.c.) 
introduced the doctrine of four elements (earth, air, 
fire, and water) as the four-fold root of all things, 
and conceived health as the result of their balance, 
and disease of their imbalance, in the human body. 
Later Greek writers postulated various other elements 
and qualities from whose combinations and permuta- 
tions disorder could ensue, leading up to the 
‘humoral pathology ’’ embraced by Hippocrates, 
with its four essential humors, blood, phlegm, yellow 
bile, and black bile.® In these theories of the Greeks 
we have an excellent example of a conception of 
disease which is certainly constructed within the 
category of natural causes, and is in no sense magical 
or religious, but which differs radically from the 
conceptions of science. It differs because it was not 
built up by the method of science. Scientific concep- 
tions are imaginative constructions, but they must be 
erected on a solid basis of observed facts, and con- 
stantly tested by repeated descents from the plane of 
imaginative construction to that of experience and 
experiment. The Grecian theories are imaginative 
constructions built entirely in the air, and without 
any basis or control on the plane of observed facts. 
Fortunately at the same time a certain amount of 
empirical knowledge began to accumulate, the direct 
descendant of the herbal and other simple remedial 
measures of older times, but immensely assisted by 
the development of clinical observation with Hippo- 
crates. We know now that it was from this empirical 
knowledge that the structure of scientific medicine 
was ultimately to arise, and not at all from the proud 
but futile philosophical theories. 

It is not necessary for our present purpose to trace 
out in detail the later history of the rise of scientific 
medicine. After the temporary submerging of all 
progress in the scholasticism and deductive mental 
exercises of the Middle Ages, medicine again began 
slowly to move forward. By the seventeenth century 
emptrical knowledge had largely increased, and theories 
were developing which bore some relation to facts of 
observation, and gradually became more and more 
consistent with the method of science. These theories 
were constructed, however, of physical, physiological, 
and chemical conceptions ; there was as yet hardly 
a trace of the birth of any psychological conception, 
and any germs of it detectable were generally hope- 
lessly entangled with magico-religious conceptions. 
Here and there, however, we may note the sporadic 
appearance of a genuine psychological point of view 
in such writings as those of Henri de Mondeville 
(1260-1320), who in his surgical treatise counsels his 
readers to ‘‘ Keep up your patient’s spirits by music 
of viols and ten-stringed psaltery, or by forged letters 

* Garrison : 


Op. cit., p. 80 ff. 





describing the death of his enemies, or by telling him 
that he has been elected to a bishopric, if a church- 
map *’*—a piece of advice which is decidedly psycho- 
logical if its ethical standard is questionable. 

The actual historical line of development of the 
psychological concepvion in medicine has its roots, 
though hardly its logical ancestry. in the seventeenth 
century views and practices with regard to animal 
magnetism, and the personal power of healing. The 
ground for this statement is that, although none of 
these procedures were employed as the result of a 
psychological conception of disease or of therapy, and 
none of them form part of the actual building of 
psychopathology, yet they led to the observation of 
certain phenomena which were ultimately incor- 
porated in the conception of suggestion, the conception 
which may be regarded as the foundation-stone of 
modern psychopathology. 


** MAGNETISM ”’ AS A HEALING ForcE. 

The notion that magnetism was a force capable of 
influencing the human body, and of being used for 
curative purposes, is found far back in the history of 
medicine, but it was in the seventeenth century that 
it became elaborated and systematised. In 1608 
Rudolph Goclenius,’* a follower of Paracelsus, wrote 
of the magnetic treatment of wounds. The general 
curative powers of magnetism were described by 
Athanasius Kircher in 1643," and in 1679 William 
Maxwell '? produced a comprehensive account of 
magnetic therapy in which he propounded the theory 
that all disease is due to the withdrawal of vital fluid 
from the organs and can be remedied by restoring 
the necessary magnetic force. The theory of animal 
magnetism was therefore actually in existence long 
before the time of Mesmer, although its origin is often 
erroneously ascribed to him. 

The personal power of healing is also a doctrine of 
extreme antiquity, and records of its use may be traced 
throughout history right down to the present day. 
The power has generally been held to be the prerogative 
only of certain persons, particularly royalty, and the 
‘** Royal Touch ” for the cure of disease was frequently 
employed by English and French sovereigns up to the 
reigns of Queen Anne in this country and of Charles X. 
in France.** In the seventeenth century the closely 
similar procedure of treatment by “ stroking ’’ was 
carried out by less exalted persons, and Valentine 
Greatrix or Greatrakes acquired fame by the great 
number of cures which he effected by this means. In 
a print in my possession he is represented as treating 
a boy by stroking the patient’s head with his two 
hands and is described as ‘* famous for curing several 
deseases and distempers by the stroak of his hand 
only.”” One can hardly contemplate this print and 
its legend without being reminded of the methods 
employed later for the production of hypnosis, and the 
place of such practices as a stage in the ultimate 
development of hypnotism and the conception of 
suggestion cannot be doubted. 

In 1766 Mesmer produced his thesis ‘ De 
planetarum influxu,’’ dealing with the influence of 
the planets on the human body, an influence which 
he believed to be due to a universal magnetic fluid. 
The distribution of this fluid in the body, upon which 
depended health or disease, could be altered by the 
will of another person, and cures thereby effected. 
It will be observed that this theory is substantially 
identical with that which had been proposed by 
William Maxwell nearly a hundred years earlier. 
Mesmer attempted to put his ideas into practice in 
Vienna and various other towns, but it was not until 
his removal to Paris in 1778 that he began to achieve 
success. Here he opened a clinic in which he treated 
all kinds of disease by “‘ animal magnetism,” under 
conditions in which it is difficult to avoid suspecting 
a considerable admixture of charlatanism with the 


* Quoted by Garrisor: 
»® Goclenius : 


Op. cit., p. 146. 
De magnetica curatione vulneris, 
1! Kircher: Magnes sive de Arte Magnetica, 1645. 
12 Maxwell: De medicina magnetica libri, 1679. Quoted by 
Janet, Psychological Healing, English translation, 1925, p. 30. 
8 Crawfurd : The King’s Evil, 1911. 
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sincerity which we may reasonably attribute to him. 
The patients were seated round a tub, the * baquet,’ 
containing various chemicals and protruding iron 
rods which were applied to the portion of the body 
affected, the room was darkened, music was provided, 
and Mesmer appeared in a lilac robe, passing from 
one patient to another and touching them with his 
hands or with his wand.!4 Whatever we may 
think of Mesmer’s methods there can be no doubt 
that results were produced, and during the following 
half century animal magnetism attained an immense 
vogue. Magnetic societies were founded in Paris 
and many other towns, several journals entirely 
devoted to the subject appeared, and a great number 
of books were published. Phenomena “of this kind 
do not necessarily indicate that a movement has any 
solidity or value, as we have melancholy reason to 
know in our own time, but it must be remembered 
that many of the advocates and investigators of 
magnetism were men of undoubted ability, know- 
ledge, and standing, and that these men were 
absolutely convinced that a discovery of the first 
importance had been made. The reason for this 
remarkable circumstance is that the observations 
upon which the magnetisers built their theories were 
actual facts, facts which could be repeated and tested 
indefinitely, and, moreover, facts which were new, or 
at any rate newly apprec iated. The theories were no 
doubt fantastic, but the facts were sound, and it was 
upon these facts that the building of psychopathology 
ultimately began. 

The facts observed by the magnetisers in the course 
of their investigations may be said to have included 
practically all those taken up or rediscovered by the 
hypnotists of a later age. Amongst these phenomena 
may be mentioned the production and removal at 
the will of the magnetiser, of anzsthesias, paralyses, 
hallucinations, and somnambulisms, and the carrying 
out of what are now termed post-hypnotic suggestions, 
that is to say, the performance at some prescribed 


later time of an action commanded by the magnetiser 


during the magnetic state. The chief concern of the 
magnetisers was with therapeutics, but it is interesting 
to note that, although Mesmer and some of his 
followers applied their methods to all forms of disease, 
subsequent workers soon recognised that magnetic 
phenomena and curative results were best induced 
in neuropathic subjects. This circumstance indicates 
the first narrowing down to the definite path which 
ultimately led to the psychogenic conception of certain 
disorders. 

The observations of the magnetisers were 
undoubtedly genuine and accurate, but they explained 
them by a theory which was already old, and which 
was certainly inadequate, the assumption of a 
magnetic fluid which passed between the operator 
and the patient. Teste,’5 for example, explained 
suggested blindness for a particular object as due to 
the magnetic fluid being placed round the object 
in question and thereby rendering it invisible. 
Nevertheless, the beginnings of a _ psychological 
conception were already apparent in the writings of 
the magnetisers. Janet **® has pointed out that 
many of them distinguished clearly between the 
peculiar state (état hypotaxique) induced in the 
patient, and the actual suggestions (phénoménes 
idéoplastiques) which could be realised in that state. 
The magnetic fluid was invoked by these writers 
solely to account for the former, the latter being 
explained in purely psychological terms. The 
distinction corresponds precisely to that existing 
between the hypnotic state on the one hand, and 
the phenomena of suggestion which can be observed 
while it is present on the other hand, and it must 
be confessed that we are still far from having 
achieved a satisfactory understanding of the hypnotic 
state itself. It should be noted, moreover, that the 
magnetic theory which sought to explain it is not 
intrinsically absurd; the conception of animal 


4* Janet: Psychological Healing, translated by E. and C. 
1925, p. 30 ff. * Teste: Magnétisme expliqué, 1845. 
4* Janet: L’Automatisme Psychologique, 4th ed., 1903, p. 143. 
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magnetism is not in itself more fantastic than the 
assumption of a weightless and frictionless ether to 
account for the phenomena of light. Nevertheless, 
it failed because it was not constructed according to 
the method of science, and because it was found to be 
incompatible with many of the facts subsequently 
provided by experience and experiment. 
BRAID AND HYPNOTISM. 

Psychopathology has descended, not from the 
magnetic theory, but from a reconsideration of the 
phenomena observed during the magnetic state. 
The psychological explanation of these, already fore- 
shadowed in the works of some of the earliest 
magnetisers, was made more precise by Bertrand in 
France and by Braid in this country, and with these 
writers the conception of suggestion may be said to 
have definitely arisen. Braid put forward several 
theories in the course of his career, veering round 
gradually from a conception of the facts of mesmerism 
which was entirely physiological to one which was 
essentially psychological. He showed that the 
anzsthesias, paralyses, and other phenomena which 
had been ascribed to the action of magnets, metals, 
and peculiar passes were due to none of these things, 
but merely to the suggestive effect of the ideas 
aroused in the patient’s mind by the operator’s words 
and gestures. He reached the conclusion that 
‘hypnotism,’ a word first proposed by Braid 
a substitute for the formerly employed ‘“* mesmerism,”’ 
and the phenomena to be observed during the hypnotic 
state, were produced by suggestion and to be explained 
by purely psychological principles. 

It is difficult to disentangle from the complicated 
medical history of the first half of the nineteenth 
century a decision as to whom the actual credit of 
priority in this conception should be given. There 
can be no question that many of the earlier French 
writers had foreshadowed it, and the claims of Braid 
have been disputed.’? It is clear, at any rate, that 
with the publication of the latter’s ‘‘ Neurypnology ”’ 
in 1843 the conception of suggestion had been 
definitely established. The formulation of this 
conception is the historical foundation-stone of 
psychopathology. From it the whole structure can 
be traced, including all the schools which at present 
hold the field. Many of these schools diverged early 
from the simple conception of suggestion along an 
independent road, which will be subsequently con- 
sidered in detail. For the moment, however, our 
concern will be to describe the later history of the 
concept of suggestion itself, and to arrive at an 
estimate of its value and place in medicine. 

The investigation of hypnotism languished after the 
time of Braid, and it played but little part in medicine 
until its resuscitation by the studies of Charcot and of 
Bernheim in the ’eighties of last century. The place 
of Charcot in this history provides a pathetic picture 
of the irony of fate. A neurologist and a man of 
science, with a keen appreciation of the necessity of 
exact clinical observation and the establishment of 
objective facts, he constructed, apparently by the 
very use of these accurate methods, a body of doctrine 
which was even more false than that of the magnetisers, 
and which subsequent research has almost totally 
demolished. As a result of a rigid investigation of 
the phenomena described by the old magnetisers, 
carried out by himself and by his pupils at the 
Salpétriére, in particular Paul Richer, the author of 
a monumental work on “‘ Grande Hystérie,’”’ ** it was 
concluded that hypnosis was a condition capable of 
being produced purely by physical means; that it 
comprised three distinct stages, lethargy, catalepsy, 
and somnambulism, each stage being initiated and 
terminated by definite physical procedures—e.g., 
catalepsy by forcing open the patient’s eyes, somnam- 
bulism by rubbing the head; that magnets and 
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7G. Milne Bramwell: Hypnotism, its History, Practice, and 
Theory, third edition, 1913 ; and Janet, Psychological Healing, 
1925, p. 156 ff. The latter work contains a valuable critical 
review of the history of magnetism and hypnotism. 

** Richer: Etudes cliniques sur la grande Hystérie, 2nd ed., 
1885, p. 505 ff. 
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metals had a specific action in causing and removing 
anzesthesias and other phenomena ; and that hypnosis 
was only found in association with hysteria and was 
practically identical therewith. These conclusions were 
based on the repeated examination of a small number 
of patients, all hysterics, at the Salpétriére. From 
the standpoint of our later knowledge they afford an 
instructive and remarkable example of the extent to 
which observations made with extreme care and 
accuracy can be misapprehended and vitiated by the 
adoption of too narrow an angle of approach. We 
know now that the effective agents were not the 
magnets and the physical procedures, but the words 
of the operator and the expectations of the patient ; 
that the three stages were only an artificial result of the 
drilling and training to which the patients had been 
subjected by constant exhibitions and demonstrations, 
and that the physical procedures which produced them 
could be replaced by a word or any other agent in 
whose efficacy the patient had implicit faith. It is 
true that Charcot was acquainted with the conception 
of suggestion, but it is clear that he had no adequate 
understanding of its extent and application, and this 
fundamental omission was responsible for the complete 
ruin of the structure so laboriously erected. We need 
hardly note that the work of the Salpétriére school 
in the domain of hypnotism contributed but little to 
the building of psychopathology, although, as we shall 
see later, Charcot’s investigation of hysteria played 
a much more important part. 


BERNHEIM AND SUGGESTION. 

The work of Bernheim, on the other hand, is in the 
direct line of the history we are endeavouring to follow. 
He owed his introduction to the study of hypnotism 
to Liébault, a practitioner who had for some years 
carried out hypnotic treatment in Nancy, but it may 
be said that essentially he repeated the observations 
of Braid and arrived at conclusions practically identical 
with those of the latter, although amplified and 
extended in certain important directions. Bernheim’s 
book,'*® published in 1884, marked the appearance of 
a school of thought radically opposed to that of the 
Salpétriére, and one which finally led to the complete 
overthrow of Charcot’s views. The chief tenets of this 
school, the Nancy school as it is generally termed, 
are that all the phenomena observed by the old 
magnetisers, by the hypnotists, and by the Salpétriére 
investigators are the result of suggestion, and the 
hypnotic state only a condition of somnolence with 
increased suggestibility, itself produced entirely by 
suggestion. Hypnosis is not a pathological phenomenon 
only to be found in hysterics, but a state which can 
be developed in the vast majority of normal people. 
Moreover, suggestion is a universal factor in mental 
life, it can and does act in everyone every day, and 
it can produce results, including therapeutic effects, 
without the intervention of hypnosis. Bernheim’s wide 
conception of the place of suggestion has been aptly 
summarised by Milne Bramwell. ‘‘ In other words, 
everyone is suggestible, and if you take someone and 
suggest to him to become more suggestible, that is 
hypnotism! Thus, suggestion mot only excites the 
phenomena of hypnosis, but also explains them.” *° 

We shall find later that there is ample ground for 
criticising the immensely extended part ascribed to 
suggestion by Bernheim, but we may pause here to 
note the marked effects which his view has exerted 
upon the subsequent development of psychological 
medicine. It has been responsible for a greatly 
increased recognition of the incidence and power of 
psychogenic factors in medical practice. This has 
been accompanied by the first clear appreciation of 
the suggestive character of many of the procedures of 
primitive medicine, and an understanding of, at any 
rate, one of the factors whereby those procedures 
attained success. Moreover, this viewpoint has been 
extended to the therapeutic practices of modern 
medicine, and has called attention to the necessity of 
differentiating the possible suggestive effects of drugs 

1® Bernheim: De la suggestion dans l'état hypnotique et dans 
"état de veille, 1884. 2® Milne Bramwell: Op. cit., p. 309. 





and other measures from the specific action which is 
ascribed to them. On the other hand, it has led to 
a superficial use of the word suggestion as the explana- 
tion of all things psychological, and to an unfortunate 
tendency “1 the uninstructed to identify the entire 
spheres of psychopathology and psychotherapy with 
suggestion. 

After Bernheim the 
suggestion has travelled along two roads which, 
although obviously closely connected with one 
another, have to some extent proceeded independently, 
the therapeutic and the etiological. That suggestive 
therapy should have marched along a road largely 
independent of #tiological investigation is, indeed, 
a remarkable fact, and one which silently points to 
the inadequacy of such progress, but it is nevertheless 
true. Correlated with it is the further circumstance 
that the later writings on suggestive and hypnotic 
therapy show but little advance beyond the stand- 
point reached by Bernheim. Methods have been 
rendered more precise, and there has been a general 
though vague recognition that the methods are 
mainly applicable in certain types of disorder only 

namely, the psychoneuroses. Some of the writers 
have, moreover, concerned themselves with the 
mechanism of suggestion, but the general tendency 
has been to adopt suggestion as a kind of universal 
drug for the relief of symptoms, with scant investi- 
gation and discrimination of the causal 
responsible for those symptoms. 

Bernheim’s recognition of the fact that suggestion 
can be applied without hypnosis has produced a 
differentiation of methods into hypnotic and non- 
hypnotic, the latter comprising frank verbal suggestion 
in the waking state, and suggestion by what may be 
termed a “ vehicle,” that is to say, the deliberate use 
of electricity, drugs, or other measures, not for their 
specific effect, but as a means of introducing a sugges- 
tion into the patient’s mind. 

Throughout the history of suggestion the observa- 
tion has frequently been made that results were 
sometimes apparently produced by ideas originating 
in the patient’s mind and without the intervention of 
a second person, the term ‘‘ auto-suggestion ” being 
finally evolved to indicate a process of this kind. This 
observation has, in recent years, become the basis 
of a school of therapy which, under the leadership 
of Coué and with the aid of the more or less systematic 
expositions of Baudoin ?! and other followers, has at 
the present time achieved a great vogue. Beyond, 
however, some interesting fresh formulations of famuliar 
facts, this school does not seem to have contributed 
anything essentially new to our former knowledge. 

It may be remarked that the waves of popularity 
which have marked the progress of mental therapy are 
an instructive object-lesson. Animal magnetism rose 
to an immense vogue and fell, hypnotism has risen and 
declined at least twice, Couéism and auto-suggestion 
are at the apex of a wave to-day, and a closely allied 
surge may be seen in the astonishingly immense 
developments of Christian Science, New Thought, and 
other doctrines. It may be concluded that all these 
movements derive their temporary vitality from the 
undoubted fact that they do produce results, and 
therefore include somewhere within them principles of 
actual objective validity. We may call these principles 
faith and suggestion, but in this wide sense such 
terms are little more than a cloak for our ignorance. 
Whatever these principles may be, it is clear that they 
are of vital concern to medicine, and it is the duty of 
medicine to dissect them out from their trappings 
and allot them a defined place in our therapeutic 
armoury. 

The second road along which the conception of 
suggestion has travelled concerns its application as @ 
weapon of explanation in the causation of disorder. 
It was early perceived that suggestions were not only 
capable of removing symptoms, but also of producing 
them. Charcot, in his investigation of hysteria, came 
to the conclusion that certain of its phenomena were 


historical of 


development 


processes 


** Baudoin : 


Suggestion and Auto-Suggestion, English trans- 
lation, 1920. 
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directly due to “‘ ideas,’”’ an observation which, as we 
shall see, had an immense importance in directing the 
later development of psychopathology. Subsequent 
writers have endeavoured to show that these ‘ ideas ”’ 
were dependent, both in their origin and effect, upon 
the action of suggestion. This notion reached its full 
development in Babinski,** for whom the whole 
clinica] picture of hysteria was nothing but a manifesta- 
tion of the results of suggestion. We may remark here 
that Babinski’s view, though true enough as far as it 
goes, is so vague and superficial as to be of little 
service to our understanding of the complex problems 
of hysteria, but a more detailed examination of its 
validity must be postponed until we have considered 
the position of the conception of suggestion as a whole. 
Suggestion is the first definite psychological conception 
which has been contributed to medicine, and it is 
therefore of fundamental importance that its nature 
and value should be accurately appraised. This 
problem cannot be attacked, however, until some 
general principles have been laid down to serve as a 
standard and test, and for this purpose it will be 
coeeeey to diverge for a moment from our direct 
path. 


THE PLACE OF PSYCHOLOGICAL INTERPRETATIONS 
OF DISORDER IN MEDICINE. 

At the commencement of this lecture psycho- 
pathology was defined as an explanation of disorder 
by psychological conceptions, and it was pointed out 
that such an explanation must be sharply distinguished 
on the one hand from clinical psychiatry, and on the 
other hand from an interpretation of mental disorder by 
physiological conceptions. The question was left over, 
however, as to whether the explanation of disorder 
by psychological conceptions which psychopathology 
attempts is either possible, justifiable, or capable of 
forming a part of scientific knowledge. This question 
must now be taken up because, until it is answered, 
we have no sure ground from which suggestion and 
the later contributions of psychopathology to medicine 
can be judged. 

The problem at issue is essentially a part of the 
wider problem as to whether psychology and inter- 
pretations in psychological terms have a right and a 
place in science. This claim was for a long time 
disputed, the opposition reaching its culmination in 
the materialistic philosophy of the nineteenth century 
scientists, who held that psychology dealt with non- 
material and non-spatial processes which were 
‘‘epiphenomenal”’ and ‘unreal,’ and _ therefore 
incapable of scientific treatment. Their view arose 
from two bases, the first being the unsatisfactory 
condition of the psychology of those days, for it was 
then an arm-chair production achieved by methods 
radically distinct from those which were proving so 
successful in the building of chemistry, physics, and 
other sciences; while the second base was a total 
misapprehension of the real nature of science. This 
misapprehension was cleared away by the work of 
Karl Pearson and other investigators who, as we have 
seen, showed that science is characterised, not by the 
nature of the facts with which it deals, but by the 
method of its attack, and that this method consists 
in the collection of facts, the classification of the facts 
collected, and finally the construction of conceptions 
which serve to explain those facts. Clearly there is 
nothing in this definition to exclude from the field of 
science mental as opposed to material facts, nor 
psychological as opposed to other conceptions. The 
sole criterion which science demands is that the facts 
must be rigidly observed, and the conceptions must 
be constructed according to the rules of scientific 
method. So soon as these simple principles were 
grasped it was obvious that psychology had a right to 
contribute its quota to the scientific understanding of 
life and behaviour. 

The behaviour of living organisms has been attacked 
by several branches of: science, each regarding the 
phenomena from its own standpoint, and interpreting 


*? Babinski et Froment: 


Hystérie-Pithiatisme et troubles 
nerveux d’ordre réflexe, 1917. 





them in terms of its own concepts. Biology, for 
example, interprets the phenomena in terms of life 
processes and biological laws, physiology in terms of 
nervous energy, reflex action, and so forth, chemistry 
in terms of the interaction of chemical compounds. 
The essential point which it is desired to emphasise is 
that there is not one science of living organisms, but 
a number of different methods of approach, each 
striving to deal with the phenomena by the aid of its 
own concepts, and measuring its success solely by the 
extent to which it achieves the explanation and the 
control of those phenomena. Psychology has estab- 
lished its claim to rank among these methods of 
approach, and to attempt an explanation of the 
phenomena by psychological conceptions, just as 
chemistry has a right to attempt an explanation by 
chemical conceptions. Each of these various and 
more or less independent methods of approach 
endeavours to attack as much of the field as it can, 
but it is found that while some of the phenomena are 
capable of explanation by the concepts of more than 
one branch of science, some can be more intelligibly 
and usefully explained by the concepts of one branch 
rather than by those of another, and some are at 
present capable of explanation by the concepts of one 
branch only. When the concepts of one branch are less 
comprehensive and widely applicable than those of 
another there is always a hope that the former will 
ultimately be reduced to the latter. For example, we 
may reasonably anticipate that the concepts of nervous 
energy and reflex action will ultimately be reduced to 
the concepts of chemistry and physics. But such a 
reduction is mostly a goal of the future, and for the 
present each branch must be content to explain what- 
ever phenomena it can in terms of its own concepts. 
Now all these privileges and limitations appertain 
to psychology in the same measure as they appertain 
to the other branches of science which are attacking 
the problems of living organisms. Equally with the 
latter, psychology must be allowed to formulate its 
own concepts, and the value and validity of these 
must be tested solely by their capacity to explain and 
predict the phenomena, or, in other words, by what 
can be done by their aid. Again, we may look forward 
to a time when it may be possible to reduce the 
conceptions of psychology to the wider concepts of 
physiology or the still wider concepts of chemistry and 
physics. But this desirable consummation is brought 
no nearer by the expedient of pretending it has been 
attained. There are many phenomena for which at 
the present time no other science than psychology can 
devise a feasible explanation, and many others in 
which psychological conceptions are more illuminating 
and helpful than physiological. We shall see that this 
statement applies to certain phenomena of disease, and 
so long as it holds we must gratefully accept what 
assistance psychology is able to offer us, provided the 
assistance is built up by a rigid application of the 
method of science. It is not that a psychological 
explanation is right and a physiological explanation 
wrong ; it is merely that in certain spheres it is more 
profitable to employ a psychological than a physio- 
logical conception. “Similarly, if we talk of a disorder 
as psychogenic it does not mean that no physiological, 
chemical, or physical explanation will ultimately be 
possible, but only that with our existing knowledge 
@ psychological explanation is more useful. In other 
words, a psychological conception of a disorder may 
enable us to understand and treat our patients, and if 
it does so it is sound science and sound medicine, far 
sounder than the construction of a quasi-physiological 
hypothesis built altogether in the air, without relation 
to any observed facts, and with which it is possible to 
accomplish nothing. It would seem almost unnecessary 
to labour these simple and obvious facts, but the quaint 
notions of the Victorian philosophers concerning the 
reality of nervous energy and the futility of ideas are 
not entirely extinct even in the medicine of to-day. 


THE PLACE OF SUGGESTION IN MEDICINE. 


Armed with these general principles we may now 
return from our digression into the philosophy of 
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science, and take up again the consideration of the 
conception of suggestion. Clearly this conception is 
based on observed facts, and it enables us in some 
measure to explain and to control the facts. Therefore, 
so far as its form is concerned, it is validly constructed 
according to the method of science and, as it is entirely 
couched in psychological terms, it is entitled to a place 
in psychopathology. Its precise value, however, must 
be determined by a consideration of the facts which it 
claims to interpret, and its capacity to resume and 
explain those facts. 

If we examine the phenomena for whose explana- 
tion suggestion has been invoked we find that these 
are extraordinarily numerous and diverse. When 
Bernheim was developing his theory that the facts of 
animal magnetism and hypnotism were attributable 
to suggestion, he made that conception so wide that 
Milne Bramwell was constrained to remark “ In 
Bernheim’s hands the word ‘ suggestion ’ has acquired 
an entirely new signification, and differs only in name 
from the ‘ odylic’ force of the mesmerists. It has 
become mysterious and all-powerful and is supposed to 
be capable, not only of evoking and explaining all 
the phenomena of hypnotism, but also of originating 
—nay, even of being—the condition itself.’ ** Since 
those days the limits have been pushed wider still ; 
Babinski holds that suggestion is responsible for all 
the phenomena of hysteria, other writers use it to 
explain practically every symptom met with in the 
psychoneuroses. Others, again, maintain that all 
the methods of psychotherapy, however diverse they 
may apparently be, depend entirely for their effect 
upon the explicit or implicit use of suggestion. Finally, 
psychologists tell us that suggestion is a normal 
process in the human mind, and some believe that it 
explains our religious and political views, our caprices, 
and our prejudices. Now it is plain that a causal 
principle which is invoked for the interpretation of so 
many radically diverse phenomena must be a factor 
so widespread and universally active that it is a quite 
inadequate explanation of any particular phenomenon. 


We may suspect, indeed, that for many writers the 
word suggestion means little more than a vague recogni- 
tion that a certain phenomenon is to be attributed 


to a psychological cause. Obviously, however, if 
suggestion is to be a concept of value in science or in 
medicine it must be brought within much narrower 
limits than these ; and in recent years many attempts 
have been made to arrive at a definition marking off 
a limited and homogeneous group of mental processes. 
It cannot be said that any of these attempts has 
achieved an entirely satisfactory result, but we have 
at least attained a more precise knowledge of the 
various processes which have been at one time or 
another subsumed under the term suggestion. Among 
these processes are some—for example, the simple 
communication of an idea from one person to another 
which are so general and elementary that they have no 
value as part of a limited concept. Another process, 
the influencing of thought and action by the existence 
of emotional systems which tend to inhibit ideas 
inimical to the goal of the emotional system and to 
enhance those in consonance therewith, is so universal 
that it does not take us far in the understanding of any 
particular phenomenon unless the precise nature and 
mode of action of the emotional system involved is 
stated. It is this process that is no doubt partly 
responsible for our politics, prejudices, and indeed for 
much of our mental activity. Suggestion, however it 
may be defined, is certainly to be regarded as one of 
its manifestations. but unless the term can be limited 
to a particular area of this very wide field it cannot 
have much value as a weapon of explanation. One 
possible limitation is to include in suggestion only 
the process whereby an idea** which has been com- 
municated from one person to another undergoes a 
further development and realisation in the mind of 
the second person owing to the inhibition of all ideas 
23 Milne Bramwell: Op. cit., p. 337. 

24 The term “ idea’’ has been deliberately employed in this 

passage because of its conveniently elastic significance, though 


it may be objected that it savours of an old and exploded 
psychological theory. 





which would normally counteract it, this development 
and inhibition being due to the existence of a peculiar 
affective relationship between the two persons. This 
sense would correspond to that in which the term is 
used to indicate a particular therapeutic procedure 
carried out by a physician upon his patient, and it 
would include a considerable number of the phenomena 
commonly attributed to suggestion in everyday life, 
but it would clearly not be applicable to any and every 
process generated by an emotional system. Another 
possible limitation is to indicate by suggestion only 
the process whereby an idea undergoes development 
and realisation owing to the inhibition of counter- 
acting ideas. This is, of course, a much wider concept 
than the last because it does not specify that the 
force responsible for the inhibition arises from the 
affective relationship between two people, but permits 
of any force playing this part. It would therefore 
include auto-suggestion, and the mechanism which 
Babinski conceives to be responsible for hysterical 
symptoms, as well as a great number of other 
phenomena—in fact, practically all those which we 
have already characterised as the result of the working 
of an emotional system. 

It is impossible here to enter into these complicated 
questions in detail,*® but enough has been said to 
show that suggestion is by no means the exact and 
definite conception which it is sometimes thought 
to be, and that it is used by writers in senses which 
are materially different both in their connotation 
and denotation. Probably the central kernel of all 
these various usages is the development and realisation 
of an idea owing to the inhibition of counteracting 
ideas by some affective force. This is undoubtedly 
a process of great practical importance, and a single 
term to indicate it would obviously be convenient. 
Processes of this kind are so universal, however, that 
their recognition will only give us a superficial under- 
standing of any individual phenomenon unless we 
are in a position to go further, and can specify the 
affective force concerned, and the precise mechanism 
whereby certain particular ideas are developed while 
others are inhibited. When Babinski tells us, for 
example, that the symptoms of a hysterical patient 
are to be explained by suggestion, the statement is 
true enough if suggestion is taken in the general 
sense which we have described, but it leaves out 
almost everything worth explaining: why this 
particular patient is abnormally suggestible, 
what is the particular emotional force responsible 
for the suggestion, and why he has developed just 
these symptoms and not others. 

We may conclude, therefore, that suggestion is 
a legitimate psychopathological conception, provided 
that it is used in one or other of the defined and 
limited senses indicated, but that it only takes us 
one step towards the solving of the problems we 
have to meet. This one step, indeed, is of supreme 
importance, because it carries with it the recognition 
of the psychogenic origin of certain disorders, and 
implies all the significant changes in medical theory 
and practice which must inevitably follow from that 
recognition. Nevertheless, to regard suggestion as 
a completely satisfying explanation of the clinical 
picture presented by an individual patient would be 
as futile as to regard the electric current proceeding 
from a water-driven dynamo as completely explained 
by the law of gravity. It is owing to this superficial 
character of the conception they employ that the 
later history of the suggestionist schools has been 
comparatively sterile. They have developed some 
useful practical methods, but in the understanding of 
patients and their illnesses they have progressed but 
little beyond the standpoint of the early hypnctists, 
or indeed, of the early magnetisers. For this 
understanding we must turn to schools whose 
conceptions are more detailed and precise than that 
of suggestion. 


sO 


*8 See Bernard Hart: The Methods of Psychotherapy, Proc. 
toy. Soc. of Medicine, 1918. A valuable review of the whole 
problem will be found in Dr. Ernest Jones’s paper, The Nature 
of Auto-Suggestion, Brit. Jour. of Med. Psychol., 1923. 
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EARLY PUERPERAL RETROVERSION. 


By VICTOR LACK, M.B., B.S., M.R.C.P. Lonp., 
F.R.C.S. Epin., 
ASSISTANT OBSTETRIC AND GYNAZCOLOGICAL SURGEON, 
HOSPITAL ; LATE LECTURER IN MIDWIFERY TO 
UNIVERSITY OF BIRMINGHAM, 


LONDON 
THE 


RETROVERSION of the uterus may give rise to a 
variety of symptoms. Unfortunately the enthusiastic 
advocates for its correction have made the subject a 
highly controversial one, and yet all will agree that 
a proportion of women with this displacement have 
definite symptoms, which may be relieved by replacing 
the uterus in its correct position. It has long been 
recognised that during the puerperium the recent 
stretching of the pelvic tissues makes it easy for the 
uterus to assume an abnormal position, and that many 
cases of retroversion may begin at this time. Most 
of the standard text-books on obstetrics suggest that 
retroversion is only likely to occur if some predisposing 
cause arises during the puerperium, subinvolution of 
the uterus and retention of urine being the two most 
often mentioned. That this is not so a consideration 
of the present series will show. 


Method of Investigation. 

This investigation was carried out in 1922 at the 
Greenwich Borough Council Maternity Home, and 
122 consecutive cases were considered. Although this 
home was intended for all cases of labour, there was 
a rather high proportion of abnormal labours, as is 
usual in lying-in homes. The patients were, in most 
instances, admitted at the onset of labour, allowed out 
of bed on the 10th or 11th day, and discharged on the 
14th or 15th day after labour. On the 13th or 14th 
day after labour a routine examination of the pelvic 
organs was made. The night before this examination 
an aperient was given, and immediately before it the 
bladder was emptied. If anything abnormal was 
discovered, arrangements were made for re-examination 
after an appropriate interval. 

Labours.—Of the 122 cases 65 were multipare and 
57 primipare. The following abnormalities were 
noted: 5 cases of contracted pelvis (1 treated by 
Cesarean section, 4 by induction of premature 
labour), 1 severe accidental antepartum hemorrhage, 
2 cases of placenta previa, 1 pregnancy complicated 
by fibromyomata of uterus, 1 pregnancy complicated 
by ovarian cyst, and various other less important 
complications. 

During the puerperium every endeavour was made 
to avoid the occurrence of retroversion. The patients 
were sat up early, and great care taken to prevent 
retention of urine and to treat it early if it occurred. 
Special instructions were given to the nurses on the 
importance of not pressing the uterus backwards in 
the course of routine examination. At the postnatal 
examination the following abnormalities were noted : 
retroversion of the uterus, 8; subinvolution, 4; 
fibromyomata of uterus, 1; ovarian cyst, 1; pelvic 
thrombosis, 1. The cases other than retroversion are 
not considered in this paper, but it is of interest to 
note that they were all re-examined four weeks 
later, and in no instance was the uterus found to be 
retroverted. 

As there is some difference of opinion on the subject, 
it may be well to give the following definition. A 
uterus was considered to be retroverted if the body 
was found lying in the pouch of Douglas. Minor 
alterations of position relative to the noriaal were not 
included under this term. Of the eight patients in 
whom the uterus was found to be retroverted, four 
were multipare and four primipare. The following 
were the only abnormalities noted in these labours : 
one anencephalic monster, one stillborn macerated 
foetus (36 weeks), and one low forceps for uterine 
inertia. In every case the puerperium was afebrile. 
The standard of morbidity was a high one—namely, 
any rise of temperature to over 100° F. after the first 





24 hours. In no instance did retention of urine occur. 


Procedure Adopted at Postnatal Examination. 


If the uterus was found to be retroverted an attempt 
was made to antevert it bimanually. If this succeeded 
the patient was turned on to her face and remained 
lying in that position for two hours. The next day 
she was examined again, and if the displacement had 
recurred a ring pessary was inserted after anteverting 
the uterus. All cases in which any abnormality was 
noted were re-examined a month later. 

The results of this procedure were as follows. In 
four cases anteversion was easily performed at the 
first attempt, and did not recur during the first six 
weeks of the puerperium. One case was similar, 
except that she was not examined until the 21st day 
of the puerperium on account of a perineal laceration. 
In one case in which some difficulty was encountered 
in anteverting the uterus a ring pessary was inserted 
at the first examination. A month later the position 
of the uterus was good, and the pessary was removed. 
After another month the uterus remained anteverted. 
In one case anteversion succeeded and at re- 
examination next day the uterus was still anteverted ; 
when seen a month later retroversion had recurred. 
This was corrected and a pessary inserted, and subse- 
quent examinations showed that the uterus remained 
in its normal position after the pessary had been in 
fortwo months. In one case all attempts at anteversion 
failed. This case was watched, but as no definite 
symptoms resulted, no further treatment was con- 
sidered advisable. This simple procedure, therefore, 
resulted in seven successes and one failure. 

Discussion. 

On examining the pelvic organs on the 14th day after 
labour a moderate degree of softening of the tissues 
was still present, the uterus was distinctly mobile. 
If during bimanual examination the uterus was gently 
squeezed in the majority of cases a little blood-stained 
mucus could be expressed through the cervix. In a 
certain number the amount of this fluid was increased 
up to about an ounce and the proportion of blood was 
increased. This was so in 14 cases in the present 
series. Although in five of these—four subinvolution, 
one fibromyomata of uterus—this was expected, of the 
remaining nine only one showed retroversion. These 
were all multiparz, and clinically only two of them 
showed a corresponding alteration of the lochia. It is 
of interest to note that none of these cases, when 
examined a month later, showed a late retroversion. 


Time at which Retroversion Occurs. 


Various writers have emphasised the frequency with 
which retroversion of the uterus occurs during the 
puerperium, but most appear to be of the opinicn 
that the displacement does not take place so early 
as the end of the second week. Thus Prof. Whitridge 


Williams states ‘‘ retroversion 
before the third week.”’ He gives the total incidence 
as 20-25 per cent. Lynch, who has written probably 
the most exhaustive article on this subject, states that 
41 per cent. of all cases showed retroversion of the 
uterus at some time during the 12 months following 
labour, 28 per cent. of this number were present one 
month after labour, the remaining 72 per cent. being 
discovered for the first time at some later date. 
Unfortunately this work was done before Lynch’s 
article appeared, and so the importance of late 
retroversion was not appreciated. It may be noted, 
however, that none of the cases (15) examined later 
for some other condition showed this displacement. 
The degree of retroversion found in Lynch’s series is 
not clearly defined. 

At the end of the second week of the puerperium 
Webster gives the length of the puerperal uterus as 
1 in., so that its size offers no theoretical objection to 
complete retroversion. That it can occur anyone may 
convince himself by bimanually retroverting a uterus, 
a manceuvre which can generally be done easily at this 
time. That the uterus will not stay in this position 
is interesting, and makes this little experiment 
justifiable. 


is rarely observed 
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The present series confirms the findings of other 
writers that no relation is found between the frequency 
of retroversion and the alleged contributory factors. 
Subinvolution, vaginal relaxation, multiparity do 
not particularly predispose, nor do the abnormalities 
of labour increase the incidence. No attempt is made 
to consider symptomatology in this short series. 


Summary. 

1. Retroversion of the uterus occurs during the 
first two weeks of the puerperium in from 5—10 per cent. 
of all cases. 2. The incidence of this condition has no 
relation to the parity of the patient, type of labour, 
or abnormalities of the puerperium. 3. The displace- 
ment can easily be corrected, in most cases, by the 
simple routine described. 


My thanks are due to Miss L. Beeham, matron of 
the home, for her help in this investigation. 





HYPERTHYROIDISM TREATED 
X RAYS. 


OF THREE HUNDRED 


BY 


A RECORD PRIVATE CASES, 


By A. E. BARCLAY, O.B.E., M.D. Camp., 
D.M.R.E. CAMp., 
HON. RADIOLOGIST, MANCHESTER ROYAL INFIRMARY ; 
AND 


F. M. FELLOWS, M.B., F.R.C.S. Ep1n. 


A VAST and ever-increasing literature has grown up 
on the subject of hyperthyroidism, but ‘‘ the explana- 
tions offered to elucidate the phenomena of thyroid 
disease are as a haystack of speculation in which the 
needle of truth is still at large’? (Bram). The object 
of this short paper is not to add a new theory to the 
already bewildering collection, or even to attempt a 
résumé of the present state of knowledge (or lack of 
knowledge), but the comparatively modest one of 
recording the effects of X ray treatment on a series 
of 300 consecutive private cases of hyperthyroidism 
during the years 1912-23. 

By hyperthyroidism is meant the pathological degree 
described by Parry, Basedow, Graves, &c., though 
all the cardinal signs mentioned by these authorities 
are not necessarily present in every case. A great 
number of cases have been, and are being treated by 
X rays, and much has been written on the subject. 
It has, nevertheless, been found difficult to ascertain 
the numbers treated and the percentage of recoveries. 

In 1912! Florence Stoney recorded 41 cases and in 
1921? a further report on 200 cases was presented. 
In 1920% Burrows and Morison gave the comparative 
results of 200 cases, half of which were treated by 
radium and half by X rays. These latter are included 
in the authors’ compilation, and it is interesting to 
note that, after a lapse of five years, these results 
showed no relapses. 


The Authors’ Cases. 

These have been tabulated by one of us (F. M. F.), 
who has never been engaged in radiological practice. 
The paper is based on an experience of 2700 hospital 
and private patients. The tabulation of the 300 
private cases was effected by taking the notes of all 
patients who had been discharged or who had ceased 
treatment. So far as we can tell, a larger number 
would not have altered the figures to any extent. The 
hospital results, however, would certainly come out 
in a much less satisfactory manner, for it is obvious 
that home conditions have an enormous influence on 
the chances of recovery. 

The responsibility for the diagnosis rests on the 
physicians who referred the cases for treatment, a 
very large proportion of them having passed through 
the hands of Prof. G. R. Murray. 


1 Brit. Med, Jour., August 31st, 1912. 
? Proc. Roy. Soc. Med., 1921, vol. xiv. 
* Ibid., 1920, xiii., 132-141. 





The results are as follows : 
Numbers, 
190 


Per cent, 
Cured, or good functional result 63°3 
Improved as sick aie se 2 éxee Te 
Not improved. . ar wi is 5 
Lost sight of .. se eo ce 6-6 
Total treated .. 300 1000 
Of these cases, 11 have since died from intercurrent 
disease and 3 from hyperthyroidism. The series of 
Burrows and Morison (loc. cit.) may be compared 
with these. 
tadium., 
Perfect. . wd se é 5 occe 
Good functional * weer, 
Improved nin a co, Seow 40) 
Not improved. . ae ~ . sea, 


X ray?. 


100 100 

Dr. Stoney’s results do not differ materially from 
the above. 

It was found difficult to separate the cases completely 
cured from those in which the treatment resulted in 
a good functional result, and we have, therefore, 
grouped them together. Many were really “ cured ”’ 
and were able to do everything they had been accus- 
tomed to do before their illness. Most of these were 
among the younger patients and where the disease 
had not been of long duration. The majority—‘ good 
functional results ’’—are able to lead a useful and 
moderately active life. Where the hyperthyroidism 
has led to organic cardiac disease, the damage to 
the heart is, of course, unaffected by the treatment. 

The number of cases in which the disease could be 
attributed to a definite exciting cause was comparatively 
small. In a large proportion, however, dental and 
alveolar sepsis were discovered and invariably treated. 
We regard a dental examination as most important 
and usually radiograph the teeth in the course of the 
systematic examination of the patient. Cases with 
a local sepsis of this kind are not likely to improve 
beyond a certain point under treatment until it has 
been dealt with. 

The sex incidence shows that there were 260 females 
(86-6 per cent.) and 40 males (13-3 per cent.). 

The age incidence was as follows : 


260 Females. 


Age .. .. 0-10 10-20 20-30 30-19 40-50 50-60 


Cases.. ae l 14 57 7s 75 28 
10 Males. 


Age .. -- 10-20 20-30 40-50 50-60 


Cases.. ee ] 3 6 19 6 


There were six instances of hyperthyroidism running 
in families, two or more in a household having 
developed the disease. In one instance three sisters 
out of seven developed hyperthyroidism ; two died, 
and the third was the only one to come under treat- 
ment. She is now in perfect health. 


Symptoms. 

Of the cardinal symptoms (goitre, exophthalmos, 
palpitation, and tremor) the goitre was by no means 
constant, and was present in not more than three- 
quarters of the cases. It is usually general and involves 
the isthmus. The degree of hyperthyroidism bears 
no relation to the enlargement of the gland. Eroph- 
thalmos is also a variable symptom. It was noted as 
being present in 202 cases (68 per cent.) in the series. 
Both eyes are usually affected, but occasionally only 
one is prominent. The degree of exophthalmos varies 
greatly from the least prominence of one or both 
eyes to the well-known protruding eyes characteristic 
of an advanced case. A one-sided exophthalmos 
occasionally persists after a case is otherwise ‘‘ cured,”’ 
but it usually subsides in the end.  Palpitation, 
associated with tachycardia, is the most constant 
symptom of the disease. The average pulse-rate, 
taken with the patient sitting down when first coming 
under treatment, was about 120; it was occasionally 
so rapid as to be uncountable. The type of the pulse 
at the wrist is peculiar, exhibiting a slight *‘ nervous ’ 
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tremor or thrill that is quite characteristic. This 
feature clears up as the patient’s general condition 
improves, even though the pulse-rate at the time of 
examination has not gone down to any appreciable 
extent. Tremor is practically always present and was 
looked for in the hands only. It may be either fine 
or coarse. The former may be so fine as to be hardly 
appreciable unless the fingers are observed alongside 
some steady object. A patient with the coarse variety 
of tremor may be unable to raise a full cup of tea 
without spilling it. Tremor is much increased by 
exertion or excitement. 

Nervousness is @® common, almost an invariable 
symptom, but is very variable in character; lack of 
confidence, and fear of traffic and of heights are often 
complained of, also irritability of a senseless type and 
lack of self-control. Tears are ready to flow without 
apparent cause, and the patient may suffer from a 
feeling of impending disaster. Mental instability is 
another feature, and from time to time border-line 
mental cases were noted; all but one of these 
recovered. 

Metabolism is enormously increased, and the meta- 
bolic-rate test has been largely used in the U.S.A., 
and, to a iess extent, in this countryin estimating 
the severity of the disease and the effect of treatment. 
In our experience this test is inferior to the trained 
observation and judgment of an experienced physician. 

Loss of weight in these cases is often very striking, 
It comes on gradually and may amount to 100 Ib. 
The arrest of this loss of weight under treatment 
constitutes one of the most satisfactory signs of 
progress. 

Hyperthyroidism begins insidiously, the patient 
feels ‘‘ below par ”’ and lacks energy, and a little later 
becomes conscious of the heart’s action. The pulse- 
rate increases slowly. Then comes palpitation on 
exertion, and the pulse shows the characteristic 
nervous feature previously described. There is a 
diffuse apex beat and the left ventricle is enlarged. 
Examined radiologically, this enlargement is found 
to take place, in the first instance, backwards rather 
than outwards. It is therefore not apparent on 
physical examination. Under certain fixed radio- 
graphic conditions the normal measurement of the 
displacement of the shadow of the left ventricle is 
14 mm. as a maximum when the X ray tube is 
moved 10 cm., but with enlargement a displacement of 
25-30 mm. is common before there is evidence of any 
abnormality on clinical examination. 

A few other points may be noted : Patients suffering 
from hyperthyroidism do not ‘ catch cold,’’ and an 
infection of this nature usually indicates that the 
treatment is beginning to tell. Neither do they feel 
the need of warm clothing in cold weather. Swelling 
of the ankles, not pitting on pressure, occurs with 
some frequency, and in a few instances this symptom 
alone has brought the patient under observation. 
Of other symptoms diarrhcea and loss of hair are the 
most frequent. 

The association of diabetes with hyperthyroidism 
is more than a coincidence ; we have had one case 
where two sisters had both hyperthyroidism and 
diabetes, and in about ten cases the diseases were 
coincident. Quite apart from diabetes, however, 
these patients very frequently suffer from abnormal 
thirstiness. 

Method of Treatment. 


The X ray treatment of hyperthyroidism is no 
stereotyped and routine course. The radiologist takes 
full responsibility and must be prepared to adapt his 
methods to the individual needs of his patients. It 
is for him, and for him alone, to prescribe the dose of 
rays and the times of their administration. If he 
is to do this intelligently he must necessarily take a 
keen interest in the clinical picture that is changing 
before his eyes under the mysterious action of radiations 
that produce such definite results. He does not, 
however, undertake the treatment of the case except 
in so far as his own methods are concerned, the 
general treatment of the patient and the prescription 





of drugs being the province of the clinician in charge 
of the case. 


Three oe of radiation may be used: (1) radium; 


(2) deep ray therapy with high voltage; and 
(3) ordinary X rays of medium wave length. Only 


the third method is described here, as the patients 
in the series under consideration were all treated in 
this way. After a routine examination, in which the 
salient points of the case are noted, the patient is 
treated lying down with the head turned to one side 
and a little raised. The rays are applied through a 
large oval localiser right down to the thyroid and 
including the whole of one side and the upper part 
of the superior mediastinum. The other side is then 
treated, the isthmus getting the overlapping dose 
from each side. 

We use a filter of 3 mm. of aluminium and a layer 
of boiler felt between the localiser and the patient. 
The tube (Coolidge) is at a distance of 9 in. from the 
skin, and we use a 6-7 in. spark gap between points. 
We use 2 ma. running through the tube. The dose 
administered takes seven to ten minutes and is equal 
to one-third of an erythema dose on the skin. This 
can be given twice a week without danger, at any rate 
for a month. 

At the end of two or three weeks we expect to find 
some improvement, and almost invariably do so. This 
may be manifested in a number of ways: (1) the 
patient feels better; (2) the pulse is slower, and, 
possibly, has lost its nervous character; (3) the 
irritability is not so marked. If we feel confident 
from any of these comparatively slight signs that the 
rays are beginning to act, the interval between the 
doses is increased to one week, and according to the 
patient’s response to the treatment, we lengthen the 
intervals between the doses. As recovery progresses 
the intervals are extended to a fortnight, a month, 
three months, and finally six months, but no rule can 
be laid down, as it depends entirely on the patient’s 
progress, and we often go back to more frequent doses 
if progress is not maintained or if the patient tends to 
slip back. 

Results. 

The number of treatments necessary in each case 
is quite variable. The smallest number by which a 
patient was apparently cured was six. The average 
number is about 20, spread over a long period—it 
may be a year or more—but the patient is usually 
on the way to recovery after six to eight weeks. 
X ray treatment must be persisted with; the results 
are slow and progress is marked by “ ups and downs ”’ 
which recall the appearance of a typhoid temperature 
chart. 

The first favourable sign is usually the loss of the 
nervousness with a gradually increasing brightness 
of outlook. This is accompanied by a return of energy 
and strength, and the patient is able to do a certain 
amount more. An atmosphere of optimism is thus 
engendered, and this is encouraged by the radiologist 
and is of the greatest importance in the treetment. 
The heart symptoms, like all the others, improve 
slowly, a fall in the pulse-rate being generally notice- 
able by the end of the fourth week, and there is a 
return of self-confidence for which the patient is very 
grateful. Slight retrogressions are common, and if 
the patient tries to do too much at one of these times 
a bad relapse may result. As a rule, however, these 
relapses are quickly overcome by increasing the 
frequency of the doses and by rest. 

Gain in weight is a striking result of the treatment. 
The average gain where the patients were systematic- 
ally weighed (80 cases) was 17 lb. Two cases, however, 
which were completely cured lost 3 Ib. in weight. 
In some cases the gain in weight was sensational 
—e.g., a lady of 44 years, height 5 ft. 10 in., who was 
a living skeleton when she came under treatment 
and had to be carried in, weighed 61 1b. At the end of 


her course of treatment by X rays she was absolutely 
cured, the exophthalmos and goitre had disappeared, 
and she had gained in weight no less than 84 Ib. 
Many other cases equally satisfactory but less striking 
could be cited. This increase of weight is sometimes 
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so marked as to be distressing to the patient, but 
when we have seen such patients at a later date they 
are no longer worried on this account. If questioned, 
they will usually say that the weight gradually went 
down to normal as they resumed their usual activities. 

Goitre and exophthalmos are two features of the 
disease which are very variable in their response to 
treatment, both often persisting long after the other 
symptoms have been relieved. One eye sometimes 
recovers before the other. In the end, however, these 
conditions tend to disappear, but quite a number of 
patients have gone back to full work with peominent 
eyes and neck, neither of which can be regarded as 
a criterion of progress. 

Occasional treatments are given long after the 
patient is back at work and leading a normal life, 
the idea being to forestall any possible tendency to 
recurrence. Indeed, so convinced are patients of the 
good effect that X rays have on them that there 
is sometimes difficulty in getting them to accept their 
discharge. 

In competent hands there are no risks. An 
X ray burn would almost certainly be due to 
ignorance or carelessness in administration. Persist- 
ence with X ray treatment before adequate filtration 
was practised resulted in the formation of telangiec- 
tases. In some five or six of the early cases these were 
very unsightly, the skin being largely replaced by 
thin scar tissue traversed by small vessels, although 
there had never been any question of an overdose 
producing a reaction. None of the cases that have 
come under treatment since 1919 have developed this 
trouble. 

It is said that X ray treatment causes a fibrosis 
around the thyroid which interferes with its removal 
should the case come into the hands of the surgeon. 
This is, however, somewhat doubtful, as fibrosis is 
found in cases which have not undergone X ray 
treatment, or in which the treatment has not been 
sufficient to have had any effect on the thyroid. 

Real recurrences are very rare. We have only had 
two or three and these have soon responded to 
treatment. Septic absorption from teeth, colon, or 
elsewhere and diabetes are the most likely factors 
causing tendency to relapse. Until this underlying 
condition is located and dealt with, recovery will be 
delayed. Abscesses about the roots of crowned teeth 
are responsible for many things. 

When interpreting the effects of treatment one 
must remember how variable is the course of the 
disease. ‘‘ Under similar treatment some cases 
improve rapidly, others fluctuate or lose ground, or 
die.’ A certain number of mild cases, moreover, 
recover completely without any treatment at all. 
It is, however, impossible not to be convinced that 
X ray treatment brings enormous relief to the great 
majority of those afflicted with this disease. 


Summary. 

To recapitulate : We have in this method a means 
of restoring to a useful and moderately active life 
between 60 and 70 per cent. of patients incapacitated 
by hyperthyroidism. A further 20 or 30 per cent. 
will be greatly benefited in health. The cases con- 
sidered in this paper are consecutive and unselected, 
Cases of the somwhat rare condition of acute toxic 
goitre seldom come under X ray treatment owing to 
transport difficulties. They are usually satisfactorily 
treated by radium. Under both radium and X ray 
treatment a fulminating type of acute hyperthyroidism 
has been noted, and has invariably been fatal. Two 
of the three deaths from hyperthyroidism in our series 
were of this type, the patient having made satisfactory 
progress up to a point, and suddenly developing acute 
symptoms and dying within a few days. 

The method, though slow, is, in competent hands, 
pre-eminently safe. The results are permanent, and, 
so far as we are able to judge, at least as good as 
those of surgery. Collaboration, not rivalry, between 
physician and radiologist is the ideal to be aimed 
at, for each can do much for the patient afflicted 
with this disease. 
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NOTWITHSTANDING the extensive destruction of 
the pancreas that may ensue upon infection, the 
presence of glycosuria, and onset of diabetes, is the 
exception rather than the rule. It would appear, 
therefore, that in the majority of such cases a suffi- 
ciency of functioning tissue remains to ensure a 
normal metabolism of sugar. The experiments of 
Minkowski demonstrated that the survival of a 
small portion of healthy pancreas would suffice for 
this purpose. Again, the post-mortem table has 
shown us that a diffuse destruction of glandular 
elements may be unattended with glycosuria; that 
diabetes is, in fact, an occasional accompaniment 
only of associated pancreatic disease. The latter, 
in its chronic variety, is most frequently secondary 
to infection from the gall-bladder, the efferent 
lymphatics from which are in direct anastomosis 
with the lymphatics about the head of the pancreas. 
Thus cholecystitis is not uncommonly associated 
with a pancreatitis in which the phenomenon of 
glycosuria is absent. Such inflammatory change is 
manifest in two forms, designated extra- and intra- 
lobular, according as the resulting sclerosis affects 
the extra-lobular increase of connective tissue, or is 
mainly disposed among the acini, in the latter case 
the islands of Langerhans and the internal secretion 
being early impaired. Whatever the factor which 
determines the distribution of the sclerotic change, 
it is certain that the intra-lobular variety is of relative 
rarity ; that in the majority of cases of pancreatitis 
glycosuria is a significant and late phenomenon. 
Thus in those infrequent cases of pancreatic lithiasis, 
in which an intense sclerosis is developed, in con 
genital syphilitic infection, and in that lipomatous 
condition rarely observed in connexion with cancer 
of the head of the pancreas, the entire glandular 
parenchyma may be crushed out of existence, or 
replaced by fat, while Langerhans’ islands remain 
intact. It is not surprising, therefore, that diabetes 
is only occasionally noted as a sequela of acute 
pancreatitis,’ a condition in which great portions 
of the gland may be extruded as sequestra. With 
the immediate clinical manifestations and causative 
basis of the acute infection we are not here concerned. 
Suffice it to say that the process is most probably 
initiated by a retrojection of infected bile into the 
duct of Wirsung, causing an activation in situ of 
tryptic ferments, with ensuing autolysis and necrosis 
of the glandular elements. 

Of several hundred cases of diabetes which in the 
past two years have been admitted to this clinic, 
two only have been directly attributable to a previous 
acute infection. They are deemed to be of sufficient 
interest and rarity to merit a record. 

Clinical Records. 

CASE 1.—Male aged 30. Prior to attack had enjoyed 
good health; no history of gall-stones or of biliary infec- 
tion. In the month of February, 1916, while on a route 
march in France, he suddenly collapsed with acute abdo- 
minal pain. Operation was performed and acute pan- 
creatitis diagnosed. A drainage-tube was inserted and the 
abdomen closed. Subsequent to this, though voluminous, 
“‘ greasy,”’ and fatty stools were noted, no symptoms were 

1Norero: Diabéte Gras au cours d’une Pancréatite Aigue 
Partielle, Archives des Maladies de l’Appareil Digestif et de la 
Nutrition, Février, 1913. 
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revealed. Patient gained in weight until the end of 1922, 
when prodromal symptoms—viz., loss of flesh, thirst, 
bulimia and polyuria—made their appearance. Medical 
advice was sought, and sugar was detected in the urine. 
He was admitted, therefore, to Leicester Hospital, his 
fasting blood-sugar being then 0-12 and urine-sugar 3 per 
cent. By means of careful dieting symptoms were relieved ; 
body-weight, however, progressively diminished. 

On May 7th, 1925, patient came under our care. 
was of healthy appearance and normal development. 
admission 


He 
On 
blood and urine sugars were respectively 0-2 

















and 5°5 per cent. No acetone was present. The fat 
content of stools was normal. Subsequent progress is 
shown in table below. 

Datein « . > . B.S. US Ins. 
May 1925 CH. } P. F, Cals or o Acet. units. 
8th 21 59 160 1760 0-09 tr. — - 
15th 50 60 146 | 1754 | 0:100) — tr. _ 
18th 60 81 165 2049 0-160 tr. _— —_ 
20th 60 81 | 165 | 2049 | 0°100' tr — 10 
25th 60 81 165 | 2049 | 0°100; — _— 10 





From May 25th the caloric value of the diet was 
gradually increased until the patient was in receipt 
of 36 calories per kilogramme of body-weight. Pari 
passu the insulin dose was advanced to 30 units, 
distributed in two doses daily. Given prior to the 
morning and to the evening meal this quantum was 
found adequate to maintain the blood-sugar over the 


be coming. A large drainage-tube was placed down to 
this cavity. On the 24th his temperature and pulse were 
normal. Patient was discharged to convalescent home 
on April 17th, 1920 ; abdominal wound was then practically 
healed. Diagnosis: Acute pancreatitis.” 

Subsequent to recovery from the operation the 
patient came under the observation of medical boards 
of the Ministry of Pensions. In August, 1922, in the 
course of a routine examination, a trace of sugar was 
found in the urine, together with albumin, and hyaline 
and granular casts. For September of the following 
year (1923) no sugar is recorded as being present ; 
albumin, was, however, again noted. Urinary diastase 
was at this period normal. In August, 1924, the urine 
showed a glucose content of 0-6 per cent. and the 
fasting blood-sugar amounted to 0-18 per cent. On the 
latter account the patient was admitted to this clinic. 
At this time an unrestricted dietary was attended with 
glycosuria ; on a slightly restricted diet blood-sugar 
variations were within normal limits. The urine con- 
tained a trace of albumin, no casts. Blood pressure 
was 180 systolic, 110 diastolic. No ketosis ; diastatic 
index normal. The fat content of stools was normal. 


| Sugar tolerance tests performed at intervals of several 


weeks showed graphs as given in Chart 2. 

It will be noted that though the rise in blood- 
sugar following administration of glucose varies in 
successive curves, the 
curves themselves 














































24 hours period at a uniformly normal level. Chart 1 show a considerable CHART 3. 
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the fasting level had been reduced to the normal. 
As will be seen the curve indicates that defect of 
the storage mechanism characteristic of diabetes. 
Under treatment symptoms have disappeared. A 
trace of glycosuria is occasionally noted ; the patient 
is otherwise, apparently, a normal and a fit man. 
CASE 2.—Male aged 56. Patient of obese type (weight, 
156 lb.; height, 5 ft. 4 in.). Family and personal history 
unimportant. Was admitted as an acute case to Middlesex 
Hospital in January, 1920. To the surgical registrar of 
that hospital we are indebted for the following particulars. 
“* On admission, temperature 99° F.; pulse, 128. Abdomen 
distended and very tender on palpation, especially on the 
right side. Operation performed two days after admission. 
On incising the peritoneum an effusion of free blood was 
found in the peritoneal cavity. The appendix was normal, 
and the blood appeared to be coming from the retroperi- 
toneal tissues of the posterior abdominal wall. A drainage- 
tube was inserted and the wound sutured. <A specimen of 
urine was sent for examination. The diastatic power 
found—viz., 133 units—was very suggestive of pancreatic 
disease. Patient’s temperature continued irregular—up to 
102°, with decreasing amount of discharge from abdominal 
wound. On March 2nd a second examination was per- 
formed. An incision was made below the right costal 
margin and a large amount of sweet-smelling blood-stained 
debris and pus evacuated. A cavity was found in the 
region of the pancreas from which discharge appeared to 









test first undertaken was this of the “‘ lag ’’ species— 
@ species in which the mechanism controlling storage 
‘‘lags’’ behind that stimulative level of the blood- 
sugar—viz., 0:16 to 0-18 per cent.—at which storage 


is normally induced. The later curves, though less 
typical of ‘“ lag,’’ were yet considered to be insuffi- 
ciently characteristic to justify a diagnosis of diabetes ; 
and as at this time no symptoms were apparent the 
patient was discharged. In view, however, of the 
anomalous nature of the graphs, and of the preceding 
history of acute pancreatitis, it was thought that an 
early degree of pancreatic inefficiency was signified ; 
that the graphs were, in fact, indicative of the onset 
of diabetes. The patient was discharged, therefore, 
only for later observation. In January, 1925 
(five years subsequent to acute infection), prodromal 
symptoms—viz., polyuria and polydipsia—were com- 
plained of ; these speedily became more urgent until 
patient’s readmission here on April 9th. Examination 
confirmed our previous views. At this date the sugar 
content of urine and fasting blood were respectively 
4-0 and 0-16 per cent. The pre-insulin curve of 
tolerance and that derived in the course of treatment 
(Chart 3) indicate a marked degree of pancreatic 
inefficiency, and contrast in an interesting way with 
those obtained at an earlier period (Chart 2). 
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Insulin therapy was initiated in the usual manner 
in small doses, commencing with 5 units twice daily, 
and the dietary was gradually increased to the caloric 
requirement of the patient, the insulin quantum 
being pari passu augmented. On discharge the 
patient was in receipt of 20 units, distributed in two 
doses daily ; the blood-sugar throughout the 24 hours 
was uniformly normal: ketosis was absent; an 
intermittent trace only of glycosuria was observed. 
All symptoms of diabetes had ceased. 

Conclusion. 

In concluding, we draw attention to the significant 
fact that recent radiograms, taken in the manner 
advocated by Carman*—viz., following (oral) adminis- 
tration of sodium tetrabromphenolphthalein—have 
given reason to suspect the presence of gall-stones in 
both of the above-detailed cases. Pancreatitis, acute 
and chronic, being most commonly secondary to 
infective process elsewhere, in view of a tendency— 
more pronounced since the advent of insulin—to 
find the etiological basis of the individual case of 
diabetes in a pathological condition confined to the 
pancreas, we cannot too strongly emphasise the 
importance, both from the point of view of exact 
diagnosis and from that of treatment, of an X ray 
examination of the entire gastro-intestinal tract in 
every suspect case. Such a study will, it is hoped, 
form the subject of a later communication. 

For permission to publish we express our indebted- 
ness to the Director-General of Medical Services of 
the Ministry of Pensions. 





Clinical and Laboratory Notes. 


TWO UNUSUAL CASES OF 
CEREBRO-SPINAL FEVER. 


By Epwarp JAmeEs, M.B., Cra.B. ABERD., 
SENIOR ASSISTANT MEDICAL OFFICER, PLAISTOW HOSPITAL, 


THE following two cases of cerebro-spinal fever 
are of interest, the first because of the insidious 
nature of the onset, the second because of the early 
age at which it occurred. 

A. F., female, aged 16, was admitted to Plaistow Hospital 
on May 23rd, 1925, under a diagnosis of typhoid fever. 
Her illness had begun about a week previously with 
generalised pains and abdominal discomfort. For three 
days before admission she had a temperature in the neigh- 
bourhood of 102° F., with a pulse of 100,and had complained 
of slight headache. 

Condition on Admission._—The 
clear, though inclined to be drowsy. The temperature was 
102-6° and pulse 116. The tongue was dry and covered 
with a brownish fur, while sticky sordes coated the gums 
and back of the pharynx. There was generalised abdominal 
tenderness, but no distension or marked rigidity. The 
spleen was enlarged and palpable. There was no rigidity 
of the neck, no ocular paralysis or sign of other cranial 
nerve involvement. Kernig’s sign was absent, and the 
knee-jerks and plantar reflexes were normal. A loud mitral 
systolic murmur was present, but the heart-beats were strong 
and regular. There was no history of diarrhoea, and an 
enema on the day of admission gave a constipated result. 

During the night of May 23rd she was at times slightly 
delirious, and on the following day complained of pains in 
all the limbs, but particularly in the region of the thighs 
and hip-joints. These pains were exaggerated on move- 
ment. The abdomen was still tender and Kernig’s sign 
still absent : the Widal reaction was negative and a blood 
film showed a moderate leucocytosis. Despite the absence 
of any actual swelling of the joints the patient’s condition 
at this time rather suggested acute rheumatism. On the 
25th all symptoms were exaggerated and blood appeared 
in the urine. There was definite stiffness of the neck, but 
no head retraction, and Kernig’s sign was now present. 
Lumbar puncture gave 40 c.cm. of slightly turbid fluid, 
examination of which showed many polymorphonuclear 
cells and a few intracellular meningococci. 75 c.cm. of 
polyvalent antimeningococcal serum were given intra- 
thecally, intravenously, and intramuscularly in equal pro- 


patient was mentally 


* Carman, R. D.: Cholecystography in its Application to the 
Diagnosis of Cholecystic Disease, Tuk LANCET, 1925, ii., 67. 





portions, and this was repeated next day. A_ purpuric 
eruption now appeared on the left ankle and buttock, 
becoming very profuse on all parts of the body during the 
next three days. Though delirious at times, the patient 
remained, for the most part, mentally clear. There was 
profuse diarrhoea, and the hematuria persisted. 

On the 29th she became unconscious and very noisy, 
and died at 11.50 p.m. The temperature, which at first 
ranged from 102° to 104°, fell to 97-4° on the morning of 
the 29th, rising again to 103° just before death. 

Post-mortem Findings.—The surface of the brain was 
extremely congested and there were extravasations of blood 
into the subarachnoid space. Patches of yellow, purulent 
exudate were present in the sulci of the cortex, but no pus 
was found at the base of the brain. 


The spleen was much 
enlarged and very friable ; 


the kidneys were studded with 
hemorrhages, and numerous purpuric areas of varying 
size were found throughout the small intestine. The 
myocardium showed several purpuric spots, and some were 
present also on the mitral valve, one cusp of which was 
markedly thickened and cicatrised. Both lungs showed 
some basal congestion. 

The main points of interest in ‘this case are: 
|. The insidious nature of the onset and late menin- 
geal involvement, though eventually, at least, the 
infection was of a virulent tyne. 2. The absence of 
cranial nerve paralysis, with which may be correlated 
the post-mortem findings. 3. The occurrence of hamor- 
rhages in the heart muscle and intestine, no refer- 
ence to which can be found in the ordinary literature. 

J. D. Rolleston' quotes four routes by which the 
meningococcus may be able to reach the meninges— 
namely, (1) by the olfactory nerves and the cribri- 
form plate: (2) through the sphenoidal sinus and 
bone; (3) by the Eustachian tube and middle ear : 
(4) by the blood stream, producing a general septi- 
cemia, of which the meningitis is merely one of the 
manifestations. The last-mentioned route appears to 
have been that taken by the organism in this case. 

The second case is that of a baby, who, on Nov. 3rd, 1925, 
when 7 weeks old, developed symptoms of meningitis and 
was admitted to Plaistow Hospital nine days later. Head 
retraction was by then well marked, Kernig’s sign was present, 
and lumbar puncture gave a turbid fluid containing meningo- 
cocci. The child is now drifting into the chronic state, with 
persistent vomiting,emaciation,and pronounced opisthotonos. 

To illustrate the rarity of cerebro-spinal fever 
during infancy, Root? was able to collect only seven 
cases occurring in the first two months of life. 

Iam indebted to Dr. D. MacIntyre, medica] superin- 
tendent, for permission to publish these two cases. 


A CASE OF 
SYPHILIS THE THIRD GENERATION. 


By W. KNOwWSLEY SIBLEY, M.D. CAmpr., 
PHYSICIAN TO ST, JOHN’S HOSPITAL FOR 


OF 


DISEASES OF THE SKIN. 

SYPHILOLOGISTS seldom experience the rarity of a 
congenital syphilis case which has missed a genera- 
tion. Therefore the following history may be both 
instructive and interesting. The patient in question 
underwent a searching examination re the past 
history relative to his case. 

In February, 1917, a patient was sent me by his doctor, 
who had been his intimate friend for many years. The 
patient himself was a man of the highest integrity and was 
scientifically interested in his own history. He was 55 years 
of age and unmarried. Five years previously to my first 
seeing him he had some ulceration on the tip of his nose 
and also some ringed patches on the abdomen and thighs, 
which after a time disappeared, leaving superficial scarring ; 
the nose also greatly improved. When he first consulted 
me he had some rather deep ulceration on the right side 
of the face, in front of, and slightly involving, the lobe of 
this ear, which had been gradually spreading for some 
three years in spite of various local treatments. He also 
had some areas of pigmentation on the forehead, but little 
or no general adenitis, and the reflexes were normal. The 
external genitalia were normal. I diagnosed the condition 
as syphilitic, at which his own doctor was astonished, 
regarding it, from what he knew of the patient, as quite 
impossible. 

* Rolleston, J. D. : Acute Infectious Diseases, 1925. 


? Root, J. H.: Amer, Jour. Dis, Children, 1921. 
M 2 
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History.—The patient gave the following clear and definite 
history. He had never had coitus in his life, never having 
experienced the slightest desire for sexual connexion. His 
parents were first cousins, the fathers being brothers, one 
of whom, his paternal grandfather, who had led a dissipated 
life and was alcoholic, had died when under 40 from what 
was probably G.P.I. His own father died at 87 from senile 
changes, and his mother at 75 from stoppage of the bowels. 
Both were very healthy people. His maternal grandfather 
died at 70 from softening of the brain, and maternal grand- 
mother, when about 70, from senile changes. The patient 
was the eldest of four children, and was born 18 months 
after the marriage of his parents; one infant was born 
jaundiced and died at 3 years of age from scarlet fever. 
His brother was an alcoholic, but his sister was quite healthy. 
He had an attack of typhoid fever at 21, and a nervous 
breakdown 20) years ago with so-called spinal irritation, but 
with the exception of a bicycle accident he has never 
suffered from any ailment. 

The Wassermann reaction was strongly positive. I gave 
him a course of injections of hectine B, together with small 
doses of X rays to the ulceration. This was followed by a 
course of hectargyre B. 

By the following June all the ulceration had healed 
and the Wassermann was negative. After this he took 
some mercurial pills for some months, and as far as I am 
aware he has had no return of his former symptoms. 

The following points in the above history are of 
special interest. There appears to be but little doubt 
that the paternal grandfather was the originator of 
the disease. The parents of the patient were both 
very healthy, long-lived people, neither having ever 
shown any evidence of inherited or acquired disease. 
In cases of inherited syphilis it is generally assumed 
that the infection is conveyed by the mother to the 
foetus. In the above case the infection I presume 
to have been conveyed by the germ inherited by the 
father to the ovum of the mother, and yet neither 
parent ever revealed any signs or symptoms of the 
contagion. 





A CASE OF 
PERICARDIAL EFFUSION OF TUBERCULOUS 
ORIGIN. 


By JoHN GrRAcIE, M.B., F.R.F.P.S. Grasa., 
SENIOR ASSISTANT PHYSICIAN, WESTERN INFIRMARY, GLASGOW, 


THE following case of pericarditis with effusion 
appears to be worthy of record on account of the 
abnormally large effusion into the pericardial sac, and 
also on account of the absence of certain of the 
recognised signs of a pericardial effusion. 

W. D., aged 49 years, a stonemason, was admitted to 
hospital on August 13th, 1925, complaining of shortness of 
breath and extreme exhaustion. His illness dated from the 
beginning of July when he contracted a “chill” after 
exposure to cold. This was followed by weakness and breath- 
lessness. He continued to work for a week, but on account of 
increasing weakness, breathlessness, and a feeling of exhaus- 
tion he had to give up work and take to bed. His condition 
became steadily worse until his admission. With the excep- 
tion of ‘‘ gastritis ’’ two years ago he had always been in good 
health. He was the father of seven children, two of whom 
died, one from meningitis and the other from pneumonia. 

Condition on Admission.—When admitted the patient was 
very cyanosed and in a state of extreme exhaustion. He 
could not lie down, and in bed he assumed the position of 
orthopnea. He was restless and anxious, His temperature 
was 101-6° F., respirations 30, pulse-rate 96 per minute. 
There was some distension of the jugular veins, but no 
visible pulsation. There was no enlargement of the superficial 
lymphatic glands and no cdema. The chest was somewhat 
barrel-shaped. There was no localised bulging. The inter- 
spaces were not well marked and there was no visible pulsation 
over the precordium, epigastrium, or in the episternal notch. 
The apex impulse was not palpable. Almost the entire front 
of the chest was dull to percussion, dullness extending 
diagonally from the sternal borders at the second interspace 
to the mid-axillary line at the level of the fourth rib on 
each side, the dull area thus outlined being pyramidal in 
shape. On the right side dullness merged with liver dullness, 
while on the left side the gastric crescent was clearly defined. 
Posteriorly the percussion note was slightly hyper-resonant. 
There was no dull area, The respiratory murmur over the 
front of the chest was inaudible except at the apices, where 
it was broncho-vesicular. Posteriorly it was harsh and 
accompanied by high-pitched rales. There was no evidence 
of effusion or congestion at either base. The heart sounds 





could not be heard over any part of the chest. The pulse-rate 
was #6 per minute, feeble and irregular, the nature of the 
irregularity suggesting auricular fibrillation. The arteries 
were thickened. The tongue was moist and thickly coated. 
There was no dysphagia. The liver dullness extended to 
one and a half inches below the costal margin in the mid- 
clavicular line and the liver was palpable and tender. The 
spleen was not palpable. There was no ascites. The pupils 
were equal and reacted to light. There was no abnormality 
in the nervous or urinary system. 

The physical signs pointed to a large effusion into the 
pericardial sac, but the condition of the patient made an 
examination by radioscopy impossible. A needle was 
introduced into the pericardial sac at the fourth left inter- 
costal space two inches from the left sternal border, and 
seven ounces of sero-sanguineous fluid were withdrawn. 
There was considerable pain and distress during the 
withdrawal of the fluid, and the patient’s condition did not 
warrant a further effort at drainage. The left border of 
dullness diminished about one inch, but the right border 
remained unchanged. The heart sounds could be heard very 
faintly. There was no pericardial friction. Paracentesis 
gave slight temporary relief, but the patient gradually 
became more distressed. The pulse became more feeble and 
latterly imperceptible. Cyanosis became more marked, 
a dusky petechial rash appeared over his back, and there 
was dullness posteriorly at the base of both lungs. He died 
24 hours later. 

Post-mortem Examination.—The pericardial sac filled a 
large part of the thoracic cavity. It contained over three 
pints of sero-sanguineous fluid and the visceral and parietal 
layers of the pericardium were covered with a thick fibrinous 
exudate. The heart was not enlarged. The glands around 
the bifurcation of the trachea and the roots of both lungs 
show silicosis and healed calcified tuberculosis, also recent 
caseous tuberculosis. There was fluid in both pleural 
cavities. The lungs were partially collapsed, and they showed 
evidence of old-standing tuberculosis and silicosis. The liver, 
spleen, and kidneys were enlarged, the result of chronic 
venous congestion. The appearances suggested that the 
pericarditis was of tuberculous origin. 

Discussion. 

The physical signs of a pericardial effusion necessarily 
vary in accordance with the amount of fluid contained 
inthe sac. Ordinarily it does not exceed 16 oz., though 
in cases reported by Corvisart it reached 30-40 oz. 
The abnormally large quantity of fluid in the above 
case—viz., 60 0z.—would account for departure from 
some of the recognised physical signs, notably: 
(1) The extension of dullness to the right mid-axillary 
line which was probably accounted for by the absence 
of adhesions between the pericardium and the anterior 
thoracic wall allowing the pericardium to expand 
equally in both directions. 2. Absence of Sibson’s 
notch in the left border of dullness. 3. Areas of 
absolute and relative dullness were approximately 
equal, accounted for by the distended pericardial sac 
filling up the entire front of the thoracic cavity, the 
lungs being displaced to the back with the exception of 
a small portion of the apex of each lung. 4. Absence 
of dullness at the base of the left lung (Pins’s sign). 
5. No evidence of pressure on the cesophagus, trachea, 
or recurrent laryngeal nerve. On palpation of the 
heart, post mortem, before any fluid was withdrawn 
from the sac, it could be felt floating upwards, the 
position of the apex corresponding approximately with 
the third left intercostal space. Further, a large 
quantity of fluid could be felt anterior to the heart, 
which confirms the view that the heart is suspended 
in the liquid and that it does not float on the surface, 
as stated by other observers. This would explain the 
entire absence of visible or palpable pulsation over the 
precordium. 


NorRTH WALES NURSING ASSOCIATION. — At the 
annual meeting of the North Wales Nursing Association, 
which was held at Bangor on March 5th, it was stated that 
there are now 98 district associations working under the 


scheme. In Anglesey there is a nurse to 1976 of the popula- 
tion ; in Carnarvonshire one to every 2660 ; in Denbighshire 
one to every 2973; in Flintshire one to every 3090; and in 
Merionethshire one to every 2170. The new Government 
regulations for the training of midwives provide for only 
£350 from the education authorities and the Board of Educa- 
tion and £170 from the Ministry of Health, whereas formerly 
the corresponding contributions were £700 and £200 respec- 
tively. An appeal to the Ministry of Health to reconsider 
its grant is being made. 





Tue LANCET, } 


ROYAL SOCIETY OF MEDICINE. 


[Marcu 20, 1926 599 








Medical Societies. 


ROYAL SOCIETY OF MEDICINE. 
COMBINED SECTIONS OF SURGERY, MEDICINE, 
ELECTRO-THERAPEUTICS, AND 
THERAPEUTICS. 


(Continued from p. 552.) 


TREATMENT OF EXOPHTHALMIC GOITRE, 

THE discussion on the treatment of exophthalmic 
goitre was resumed on March 9th, Sir LENTHAL 
CHEATLE, President of the Section of Surgery, 
occupying the chair. 

General Management and Indications. 

Prof. F. R. FRASER said that, the cause of the 
disease being unknown, no treatment directed at the 
cause was possible. Recent developments, however, 
had made it advisable to review the situation so as 
to improve the general management of cases. These 
developments were the reintroduction of the treat- 
ment by iodine, the recognition of thyroid disease as 
a cause of auricular fibrillation and heart failure, and 
improved skill in the surgery of the thyroid gland, 
and in the selection and preparation of patients for 
operation. He again insisted on a differentiation of 
the cases into groups, setting out their characteristics, 
and said that the differentiation between primary and 
secondary groups was of importance in regard to both 
treatment and prognosis. Adolescence, pregnancy, the 
puerperium, and the menopause appeared to be 
dangerous events in both forms, and might be asso- 
ciated with increased intoxication ; while septic foci in 
tonsils, sinuses, &c., if overlooked and not dealt with, 
were frequently responsible for exacerbations and 
relapses. 

For the best management of a case one must have 
a clear knowledge of the natural course of the disease, 
and social possibilities entered largely into success. 
Over a large series of cases treatment by X rays and 
treatment by lobectomy produced a general result 
differing but little from the course of control cases 
not subjected to these measures; but ‘subtotal 
thyroidectomy ”’ had a beneficial effect in comparison. 
In 60 cases of all forms of Graves’s disease which were 
under the care of the medical unit of St. Bart holomew’s 
Hospital tonsillectomy was performed in 14 on 
account of gross sepsis, and in each case there was a 
lower level of intoxication after the operation. 

At present there was no clear indication as to the 
value of any special diet in the disease. He had no 
experience of the treatment of the disease by X rays 
or by insulin. If treatment were carried out of the 
lines indicated most of the cases of Graves’s disease 
made a satisfactory recovery and returned to normal 
conditions of life and efficiency. A number of cases 
had been unable to carry out the treatment, a main 
cause having been heavy domestic responsibilities 
and worry when absent from home. If at the end of 
six months of rest and general measures the pulse-rate 
remained above 100, or if auricular fibrillation or other 
cardiac trouble developed, operation should be 
considered. Of the 60 cases in the hospital during the 
last five years, of the primary form 18 received no 
surgery and 8 of these were now doing well, 3 were 
slowly improving, 2 were doing badly, 2 were dead, 
2 had been lost sight of. Of 14 operated on 1 died 
immediately after ; the other 13 were now satisfactorily 
doing their work. Of 23 cases of secondary Graves’s 
disease 10 were treated on general lines and 5 were 
continuing satisfactorily, 1 was doing badly and had 
now developed auricular fibrillation, 1 was lost sight 
of, and 3 died before they could be brought into 
a state satisfactory for operation; 13 had had 
thyroidectomy operations, 1 had recently died in 
hospital when readmitted for a further thyroidectomy 
two years after lobectomy. The other 12 were doing 
well. Ten of 14 primary cases were operated upon 
because they had to return to work as soon as possible ; 





of the secondary cases 8 were operated on because of 
cardiac disturbances, only 1 for economic reasons. 
He urged the continual coéperation of surgeon and 
physician in order to secure the maximum benefit. 

Mr. T. P. DuNnILL directed his attention to the 
following points: How cases were selected for 
operation, how operation could be rendered safe and 
effective, the death-rate, the end-results. He made it 
clear that he did not regard operation as the one and 
only treatment for every stage of the disease, though 
for some stages it was the main one. Of the 831 cases 
on whom he had operated for exophthalmic goitre 
he had analysed the histories of 170 consecutive cases. 
Sixty-eight of them had been ill over four years, 
48 over six years, 37 over eight years, 32 over ten 
years. Mental these patients was not 
uncommon ; 11 were approaching a stage when they 
could not be looked after in their own homes ; it was 
advisable to be in touch with a mental specialist 
about these. Only 1 of the 11 had not improved, 
and she had been in an asylum before. Chloroform 
he regarded as an unsafe anesthetic in these cases ; 
the best was gas and oxygen with a little ether, given 
by the intratracheal method. When auricular fibrilla- 
tion was present he thought local anesthesia greatly 
preferable. 


disease in 


X Ray Treatment. 

Dr. R. W. A. SALMOND said he regarded X ray 
treatment, though valuable, as subsidiary to both 
medical and surgical treatment. The most favourable 
type for the application of the rays was that with the 
classical Graves’s syndrome of moderate acuteness. 
The earlier in its stage the case was secured the easier 
it was to treat. In most of the cases so treated in his 
purview there had been marked improvement. There 
seemed to be no means of ascertaining beforehand how 
a given case would respond to the rays. The most 
obvious effect had been an improvement in the 
patient’s general condition, a less ‘‘ nervy ”’ condition, 
a disappearance of palpitation and tremors, and a 
steady fall in the pulse-rate. Each case should have 
its appropriate dosage, no general line could be laid 
down, and it must never be forgotten that a very 
potent agent was being used, which was capable of 
doing great harm. Filtration through at least 
3 mm. of aluminium should be carried out. A too 
prolonged treatment might lead to atrophy of the 
gland. Worries and fretfulness were found to 
counteract the good effects wrought by treatment. 
There was no reason why irradiation should not be 
associated with medical treatment. 

The CHAIRMAN said though Dr. Salmond had made 
out a good case for treatment of exophthalmic goitre 
by X rays he did not himself like operating on a case 
which had been subjected to the rays, as it rendered 
the operation more difficult ; the gland seemed to be 
more adherent to surrounding structures than normal. 
Neither was he a great believer in the value of X rays 
in the treatment of the disease. In America the chief 
function of the physician was apparently to prepare the 
patients for operation. Some in this country con- 
sidered operation for the condition was quite unneces- 
sary. In these discussions finality was not likely to 
be reached, but it was only by such discussions that 
the profession could appreciate how much—and how 
little—it knew. 

Prof. G. R. Murray spoke of the great value of 
such an intensive study of cases as had been carried 
out by the medical unit at St. Bartholomew’s Hospital. 
He reminded Fellows of the important clinical studies 
of a group of cases of the disease which were made some 
years ago by Dr. A. Maude when he was in practice 
at Westerham ; his papers giving the results were a 
model of good work. Prof. Murray’s own experience 
of these cases had been gained in hospital and in 
connexion with patients seen in practice. He did not 
agree with Barker, in America, that under any 
treatment cases would recover in two or three years ; 
that had not been his own experience. He had found 
an enormous difference in the duration of the disease 
in different persons. He considered that the secondary 
form of Graves’s disease was much less common than 
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the primary form. Ina series of 300 cases in 11 years 
288 were primary, 12 secondary. But the division 
was not a sharp one, and while there appeared to be 
intermediate cases, some which at first seemed to be 
simple thyroid intoxication later became more marked 
and developed into full Graves’s disease. It was true 
that the cause of the disease was not known, but he 
wished to stress the causal importance of emotional 
strain. In his 300 cases there was a history of sudden 
shock in 38, prolonged anxiety in 17, so that emotion 
played a definite part in 18 per cent. And he agreed 
as to the importance of sepsis, and how much more 
hopeful treatment was when cases were brought under 
treatment at an early stage. He particularly urged 
those in private practice to be on the look-out for the 
early indications, and to be less prone to say such 
cases were neurasthenics. The value of X rays could 
not be doubted, but it must always be remembered 
that the disease was one of long duration. The effects 
of iodine in the disease he regarded as no more than 
transitory ; he did not care very much for it as a 
routine measure. 

Dr. DovuGLAS WEBSTER spoke on the radiological 
treatment of the disease, remarking that radiologists 
saw a worse type of case than did general practi- 
tioners. Of 107 cases he had treated in this way 
88 showed marked improvement. He complained 


that some recent works failed to show an up-to-date 
knowledge of the progress made by the science of 
irradiation and the results it was accomplishing. 


The discussion was concluded on March 10th, when 
the chair was taken by Dr. HuGH THURSFIELD, 
President of the Section of Medicine. 


Electrocardiograph Indications. 

Dr. JENNER HoskIN based his contribution on an 
examination of 130 cases of primary and secondary 
Graves’s disease, both clinically and electrocardio- 
graphically, during 18 months. Only ten of the 
patients were males, and the ages of the patients 
ranged from 13 to 60. Fifteen of the patients were 
treated medically, and nine had a serious condition 
of the myocardium. In 49 per cent. of the cases the 
myocardium was healthy, in 51 per cent. it showed 
definite damage. Of those with a healthy myocardium 
56 per cent. were under 30 years of age, whereas of 
those who had a damaged myocardium only 28 per 
cent. were under 30 years. Thus it was evident that 
operation was conducted under more favourable 
circumstances in the earlier decades of life, and it 
seemed inadvisable to persist very long with medical 
treatment in cases which did not readily respond to it. 
The heart condition seemed to be dependent on the 
severity of the disease and its duration, and a 
moderately severe condition lasting a long time 
appeared to. have a greater and more lasting effect 
than did a severe one of short duration. Tachycardia, 
“ausing a tumultuous activity of the heart, was 

allowed by fatigue and dilatation, murmurs at the 
spex and the base, and a basic friction rub. The 
Aearts were most damaged in the cases of secondary 
Graves’s disease which had been long-lasting. Dr. 
Strickland Goodall had stated that in primary 
Graves’s disease the blood pressure was low, but in 
the majority of the speaker’s cases the pressure ranged 
between 130 and 160 mm. Secondary Graves’s disease 
showed a relatively higher blood pressure than the 
primary. In primary grade cases the electrocardio- 
gram curves were normal in direction and amplitude, 
whereas in the secondary disease the curves were 
altered in many cases, and the heart-beat rate was 
less than in the primary form. He agreed with Dr. 
McNee that the pulse-rate afforded a very fair criterion 
of the amount of thyroid activity. He considered 
that « systolic blood pressure of over 160 needed that 
the patient should have either preliminary rest in 
bed with primary ligation or a modified enucleation, 
dependent on the degree of intoxication. Auricular 
fibrillation occurring late in secondary grades of long 
duration was not, per se, any contra-indication of 
operative treatment, but it was advisable for ligation 
to be done first, as also when the basal metabolism 





rate remained at over +50 in spite of rest and the 
administration of iodine. Marked changes in the 
electrocardiogram showed a toxic state of the heart 
muscle; he then advised a few weeks in bed, or 
primary ligation. Even after this ligation much 
improvement occurred, He showed and demonstrated 
a number of electrocardiograms of goitrous cases. 
Discussion. 

Mr. LionEL Norpury said he attached great 
importance to primary ligation in some severe cases of 
exophthalmic goitre which had marked cardiac changes. 
It certainly, in his view, made the subsequent opera- 
tion much safer. He examined the arguments for 
and against the procedure, and quoted cases in which 
primary ligation had been of real benefit. 

Dr. W. LANGDON BROWN suggested that Dr. Ryle 
should try both optimism and iodine when dealing 
with cases of exophthalmic goitre. He felt that there 
was a good deal of truth in the remark that this 
disease was largely a matter of ‘‘ sex and sepsis ”’ ; 
when women had a septic focus and an emotional 
strain was added they were liable to break down 
and manifest this syndrome. He quoted two cases 
in which patients experienced a set-back on visiting 
days at the hospital, due to emotional stress. In the 
matter of sepsis, he had been impressed by the 
importance of tonsillar sepsis in the disease. To 
stabilise a patient’s weight he frequently had recourse 
to insulin; also in cases of anorexia nervosa in which 
the loss of weight was pronounced. A pulse-rate well 
over 40 usually indicated that the basal metabolic rate 
was increased, though the converse was not always true. 

Dr. J. W. MCNEE referred to aspecimen,in University 
College museum, of a foetus showing an enormous 
thyroid gland, very prominent eyes, and other features 
of exophthalmic goitre, from a mother who had the 
disease to a marked degree. One could get a warning 
of an impending crisis in this disease by keeping a 
watch on the pulse-rate, for a sudden increase of this 
was a danger signal. If such a patient was not 
taking iodine it should be given; if she was having 
it, by increasing the dosage the crisis would probably 
be averted. He asked how frequently, since the 
reintroduction of the iodine treatment, Mr. Dunhill 
had found it necessary to do two operations on the 
gland. He had the idea that one lobe and a good part 
of the other could be removed at one operation, and 
if so, that seemed desirable, especially as it was 
a difficulty to have to tell a patient she must undergo 
a further operation. 

The CHAIRMAN referred to the recurrent goitrous 
symptoms seen in young women at times of lactation, 
and asked for further light as to the indications for the 
use of insulin in the disease. He also asked whether 
X rays had been applied after the first operation. 

Dr. E. G. CALVERT was asked to deal with the 
insulin question. He said he used insulin in these cases 
because of the antagonistic action between the insulin 
and the thyroid secretion. Insulin controlled the 
hyperglycemia ; its use often meant removing the 
burden from the protein metabolism and placing it 
on to carbohydrate metabolism; in other words, 
taking the strain off the thyroid and placing .t on 
the pancreas. He had averted a serious crisis with 
mania by giving insulin, though after the crisis was 
past the effect of the insulin did not seem so great. 
Then iodine was given. He had found that most 
cases of exophthalmic goitre had hyposecretion in the 
stomach, and insulin caused the gastric secretion to 
increase and the appetite was improved. 

Replies. 

Prof. FRASER expressed his appreciation of 
Dr. Calvert’s statement concerning insulin. He still 
hoped some dependable differentiation of types would 
be arrived at soon, as until that was done there could 
be no real comparison of notes, nor any material 
advance in differential treatment. He would welcome 
further electrocardiographic investigations in this 
disease, the prolongation of the P.R. interval in goitre 
seemed, according to Dr. Hoskin, to show intoxication 
of the heart muscle. He pointed out the influence 
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of life’s sex events in determining at least exacerbations 
in the disease. 

Mr. DUNHILL also replied. He said a valuable 
feature in this discussion had been the way in which 
surgeons and physicians had recognised the need of 
each other’s help in dealing with the disease. Even 
when seen early, the circumstances of some patients 
were such that they could not derive the full benefit 
from treatment. He did not consider that operation 
was the treatment at every stage of the disease, but 
only for cases which had not responded to other 
measures. If he saw a patient within three months 
of the onset of symptoms he would on no account 
operate on her then; he would recommend her for 
medical care, so that her sepsis could be dealt with 
and the factors at work in her case ascertained. 
Moreover, at any time within six months the condition 
of the patient might become worse, therefore operation 
would not yield the best results if done before six 
months had expired. He admitted that the primary 
ligation referred to and carried out by Mr. Norbury 
might supply all that was needed to turn an early 
case to a favourable issue. In answer to Dr. McNee’s 
question, in 700 of his 800 cases he had done two 
operations. It was necessary to observe an interval 
of about 12 days between the first and the second 
operation, so as to see what was the actual improve- 
ment brought about by the first operation. In one 
case, that of a fireman on an engine, he was well and 
back at work after only one operation. Most people, 
however, required the second lobe to be operated 
upon. In severe cases of the secondary type the 
second operation should follow the first as soon as 
possible. 

Dr. SALMOND, replying on the comments made 
as to treatment of the disease by irradiation, 
said he agreed with Prof. Murray that very large 
goitres did not do so well under X rays as did those 
of moderate size. But he did not agree that radium 
was more stimulating to the gland than X rays in 
acute cases; moreover, radium might be preferable 


because its application did not involve disturbing the 
patient, whereas for X ray applications removal from 
bed had to be carried out, and a further disadvantage 


was the noise made by the apparatus. Over- 
enthusiastic use of the rays might cause a condition 
of arthritis of a joint, probably due to the absence of 
thyroid secretion in the metabolism. He agreed with 
Dr. Webster that the techniques employed in 
administering X rays varied a good deal; and the 
association in the disease with a persistent thymus 
which Dr. Webster mentioned was not sufficiently 
recognised. ee 


SECTION OF OBSTETRICS AND 
GYNAECOLOGY. 

A NUMBER of short communications were made to 
the meeting of this Section held on March 4th, with 
Dr. EARDLEY HOLLAND, Vice-President, in the chair. 

Dr. HERBERT SPENCER read a note on 

Carcinoma Adenomatodes Cervicis Uteri. 
He remarked on the rarity of the condition, saying 
that confusion had arisen through the use in some 
works of the terms ‘“‘ adenoma malignum” and 
‘* adenoma destruens ”’ for adeno-carcinomatous cases, 
in which at least part of the lining epithelium was 
proliferated. ‘‘ Adenoma malignum’”’ was a bad 
term, since adenomata were essentially benign 
growths. He had only met with one cervical case. 
This occurred in a woman aged 49, who had had four 
normal labours and one miscarriage. Menstruation 
had been regular, though profuse, except for two 
occasions when travelling. There had been no coitus 
for some years. About four years before the illness 
she had begun to lose more at her periods and once 
bled for three months, another time having six 
weeks without loss and then a severe hemorrhage. 
For two years she had had a watery discharge which 
had twice smelt offensive. A piece of her growth 
had been diagnosed as an innocent adenoma by 
Mr. Targett, of the Clinical Research Association. 
Dr. Spencer removed the uterus with the Pacquelin 





cautery. It measured 10-5 x 6 x 4.cm., and the body 
was normal; the cervix was enormously enlarged by 
a growth infiltrating both lips. Microscopically this 
growth was composed of tubules and spaces, some 
dilated and filled with secretion, lined throughout 
with a single layer of cubical or columnar epithelium. 
The stroma was infiltrated with small round cells. 
The patient had been perfectly well for 22 years since 
the operation. The cases described by Cullen were 
adeno-carcinomata, not carcinoma adenomatodes, in 
which the simple appearance and absence of prolifera- 
tion of the epithelium provided the chief pathological 
and practical interest. It was essential to examine 
large areas before claiming that there was no 
epithelial proliferation. 

Dr. F. J. McCANN referred to a case described in 
his ‘“‘ Cancer of the Womb.” He thought the term 
“malignant adenoma ” a good one. 

Mr. H. F. Symonps described a method of 

Endoscopic Examination of the Uterus, 

with its indications. He said that Reuben’s method 
of insufflation with carbon dioxide was unsatisfactory 
because the inflation was contra-indicated in acute 
and subacute inflammations of the adnexa and cases 
of purulent discharge. Moreover, gas was unnecessary, 
since the uterine walls were rigid enough not to 
collapse on the tube. He had therefore had con- 
structed a three-way brass tube on the lines of 
Chevalier Jackson’s bronchoscope. It was 28 cm. 
long, with a 2-volt light, run from a dry battery, at 
the distal end, which was bevelled at an angle of 45° 
and carefully rounded off. Two of the channels were 
for suction ; one of them could be used for irrigation 
or to run in adrenalin solution if required. They were 
connected with a bottle in which a partial vacuum was 
maintained by an electrical suction apparatus, and 
this kept the field free of blood and mucus. A small 
swab on a special holder was used as an obturator 
and might be put in three or four times during the 
examination, if required, to clean the lamp. There 
were two models, one with a 9 cm. bore for general 
use, and the other with a 6 cm. bore for small or 
atrophic post-climacteric uteri. A glycerine tampon 
was placed against the cervix for two nights and the 
cervix dilated slowly under genera] anesthesia to 9/12. 
Direct vision of the endometrium could then be 
obtained and a piece could easily be removed for 
microscopy. 

Mr. C. LANE-ROBERTS described a case of 


Pregnancy Complicated by Ureteric Calculus. 
The patient was a primipara aged 27. At the fourth 
month of pregnancy she had a slight attack of pyelitis. 
At 74-8 months (July 25th) she had pain in the 
back, cedema of the ankles, legs and thighs, and 
diminution of urine. On July 26th she had nausea 
and headache and passed no urine. On the 28th 
she was admitted to hospital looking and feeling 
pretty well, but still with suppression of urine. On 
the 29th she was catheterised at 2 A.M. and one ounce 
was withdrawn, At 11 A.M. she was examined and 
X rayed, with no result. Her blood pressure was 
normal and her blood-urea 96mg. per 100 c.cm. 
Cesarean section was performed, as it was thought 
that there must be a fibrous stricture aggravated by 
the pressure of the gravid uterus. A 30 weeks child 
was delivered and survived 36 hours. The right 
kidney was one and a half times its normal size, and 
the ureter distended nearly down to the pelvic brim. 
The left kidney was very large but its ureter normal. 
No obstruction was found and the abdomen was 
closed. Six hours later, as there was still no urine, 
a cystoscopy was performed and the right ureteric 
catheter passed up 4 inches only, the left into the 
pelvis. A right pyelotomy produced a large quantity 
of urine from a large, pale kidney, and the blood-urea 
fell steadily from 112 to 69 three days later, but no 
urine was passed by the bladder until the seventh day. 
Thus the reflex anuria of the apparently normal left 
kidney had lasted 11 days, even after the relief of 
obstruction. Cystoscopy on the twenty-fourth day 
showed cystitis, both ureters working well. Six 
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weeks later a third X ray showed a small triangular 
shadow just above the bladder. Subsequently the 
patient had a perinephritic abscess from which she 
recovered, and a laparotomy later revealed a calculus 
in the pelvic part of the right ureter. Recovery was 
uneventful. 

Dr. G. STRACHAN read a short communication on 

Vaginal Polypi in Infants 

with a report of two cases. The first case was that 
of a female aged 18 months, perfectly well but for 
occasional spots of blood on the clothing. A firm, 
non-ulcerated semi-pedunculated polypoid mass about 
the size of a raspberry was found growing from the 
anterior vaginal wall about half an inch above the 
meatus. The vaginal orifice was dilated to take the 
tip of the little finger. Case 2 was an infant aged 
5 months, with no symptoms save a “* lump ”’ noticed 
by the mother. A firm smooth mass about the size 
of a cherry was attached by a fairly broad base to 
the same part of the vagina. Both cases made an 
uneventful recovery after removal of the growth, 
cauterisation, and packing. Both tumours were red 
and congested and had an intact layer of squamous 
epithelium of varying thickness with occasional 
finger-like projections between the papille of the 
stroma. The main mass was composed of loose 
embryonic fibrous tissue, fairly infiltrated with 
lymphocytes. The blood-vessels were plentiful and 
well formed. There was no appearance of malignancy. 
Mr. Christopher Martin had suggested that remains of 
the original vaginal septum might be the origin of 
of most 
The condition appeared to 


these tumours, their site being also that 
vaginal fibromyomata. 
be very rare. 

Dr. GIBBON Fi1TzGIBBON remarked that he had met 
two cases but neither had such large polypi. 
read a paper on a revised conception of 


He then 


Antepartum Accidental Hamorrhage. 
He defined some of the points in the generally accepted 
views of accidental hemorrhage which he found 
incompatible with his clinical observations. The 
division into revealed and concealed hemorrhage did 
not group the cases in any way connected with the 
gravity of the symptoms or the origin of the hzemor- 
rhage. He accepted the opinion that the condition 
was due to a toxemia and considered this supported 
by his clinical observations, but the toxemia was 
either not the same as that associated with eclampsia, 
or else it had some fundamental modifying character. 
He considered that it arose from renal insufficiency 
and was a complication that arose during pregnancy 
in a subject of chronic nephritis. The various treat- 
ments adopted and practised with the object of con- 
trolling active hemorrhage had not justified them- 
selves by their results, because the bleeding was 
never really active or rapid in the serious cases, 
since it was due to a slow extravasation of blood 
from the whole uterine interstitial tissues, while in 
those relatively rare cases primarily due to ablation 
of the placenta the hemorrhage, although sharp for 
a time, rapidly ceased by the normal process of 
coagulation and closure of the maternal placental 
sinuses and never gave rise to systemic symptoms. 
Antepartum accidental hemorrhage must be divided 
into two types—a simple type truly accidental and 
due to ablation of the placenta, and a serious type 
due to toxemia and interstitial degeneration of the 
whole uterine tissue without damage to the muscular 
elements. This type was better described as hema- 
toma of the uterine walls, cr uterine apoplexy. The 
symptoms were due to a slow progressive loss of 
blood, and the acute symptoms developed when that 
loss of blood had exceeded the physiological limits of 
vasomotor compensation, or when the onset of active 
labour added a greater strain than the depleted 
system could support. This latter was the common 
termination and required restoration from the con- 
dition of collapse; it was then usually followed by 
a rapid spontaneous termination of the pregnancy 
by the natural forces. The treatment and results 
from treatment in two groups of cases treated in the 





Rotunda Hospital during consecutive periods of nine 
and six years respectively were compared, as well as 
the pathological conditions found associated with the 
complication at operations and autopsies and reported 
by other observers, the general characteristics being 
almost universally the same. Active treatment to 
control the hemorrhage was never required, but 
rather the restoration of the collapsed circulation. 
This was best obtained by the most conservative 
methods, after which the pregnancy could be 
terminated slowly by induction of labour in those 
cases which did not terminate spontaneously as a 
result of the complication, and which were not due 
to a purely accidental haemorrhage as distinct from 
the diseased condition due to a toxemic degeneration 
of tissues. The very serious cases commonly con- 
sidered only amenable to operative treatment, such 
as hysterectomy, were not capable of standing the 
additional strain of such an operation, while those 
that recovered after operation would have been all 
the more easily treated for the collapse and would then 
have been suitable for simpler methods of terminating 
the pregnancy, if it had not ended spontaneously.— 
A brief discussion followed and some questions were 
asked. 

Dr. G. W. THEOBALD then made a plea for 

Drastic Reforms in the Teaching and Practice of 
Midwifery. 

He commented on the statistics of maternal morbidity 
and mortality, and maintained that many of the 
operations of gynzcology were the result of bad 
midwifery. Money and effort had been spent on the 
control of midwives and the establishment of ante- 
natal centres, but the improvement was small. The 
midwife was expected to know too much, the doctor 
was getting less experience in normal midwifery, and 
the clinics had made possible an enormous amount of 
meddlesome interference. He illustrated his thesis 
by a résumé of cases admitted to the Leeds Maternity 
Hospital where at least nine women died during 1925 
as a result of bad midwifery. Universities and 
teaching authorities shared the responsibility for these 
results. Many doctors had admitted to him that 
they had had to learn what midwifery they knew ai 
the expense of their patients. It was, he said 
impossible to learn midwifery under the presen‘ 
hospital system. He pleaded for three or four 
hospitals and schools of midwifery in England on 
the lines of the Rotunda in Dublin, with a well- 
trained resident to supervise every detail of routine, 
where students could learn practical conservative 
midwifery ‘‘ by osmosis.” It was surely reasonable 
to claim that no operation other than low forceps 
should be carried out in a private house. Midwives 
should be forbidden to make a vaginal examination ; 
the required information was obtainable by abdominal 
or rectal examination. He had not been able to find 
a@ single case of fatal sepsis in a woman who had 
not been vaginally examined. The remarkably low 
maternal morbidity in the Leeds Maternity Hospital 
he ascribed to a minimum of interference, free use 
of 1/1000 biniodide of mercury, abolition of binders, 
free purgation, and the administration of 40 c.cm. 
of antistreptococcic serum to all contaminated 
patients. Out of 35 primipare delivered by “ the 
Garden of Eden method ’’—i.e., without any attention 
whatever from the nurse, who stood at a distance 
from the bed—18 had no laceration of the perineum 
whatever. Of 80 primipare delivered by the 
‘* modified Garden of Eden method,” wherein the 
nurse simply prevented the head from being * born 
with a flop,’ 63 had intact perineums. Nor should 
the fundus be touched during the third stage. 

Dr. J. S. FAIRBAIRN cordially agreed with Dr. 
Theobald. The public must be educated, as the great 
difficulty of the gene:al practitioner was the pressure 
from friends of the patient.—Dr. STRACHAN emphasised 
the time difficulty ; general practitioners undertook 
far too many cases. Midwifery was going to mid- 
wives because the doctors did not want it.—Lady 
BARRETT agreed that high forceps outside an institu- 
tion should be forbidden, and that students should be 
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taught to abstain from interference with the head or 
with the uterus post-partum and to use safe drugs for 
the relief of pain. The supervision of the junior student 
by a really competent teacher was most important. 
Dr. THEOBALD, in reply, emphasised the value of 
scopolamine at any period of labour; he had 


never known it cause foetal distress. 


BRITISH PSYCHOLOGICAL SOCIETY. 

The Definition and Diagnosis of Moral Imbecility. 

A JOINT meeting of the medical and educational 
sections of the British Psychological Society was held 
at the house of the Royal Society of Medicine on 
March 8th. Five opening papers had been published 
in the British Journal of Medical Psychology a few days 
previously, and their writers spoke on special points 
only, after which the meeting was open for discussion. 

Dr. A. F. TREDGOLD said that the definition of 
moral imbecility was inserted in the Menta] Deficiency 
Act because, when the Royal Commission sat 20 years 
ago, a number of medical men gave evidence of the 
existence of a class of people characterised by anti- 
social habits, whose mental deficiency was such that 
they could not be certified as feeble-minded. Moral 
imbecility was a rare condition, but it existed, and its 
definition described the group of people with consider- 
able accuracy. Confusion had, however, arisen because 
of attempts to include in the category cases of psycho- 
neurosis and mental disorder. The psychological basis 
of a moral imbecile had two main characteristics : 
(1) antisocial propensities more marked than usual : 
(2) the ordinary inhibitions—wisdom and moral 
sense—less marked than usual. There was no such 
thing as inheritance of qualities, but only of 
tendencies ; the absence of any tendency towards a 
moral sense, shown by the fact that it never developed 
at all, was the special mark of a moral imbecile. 

Dr. Cyrut Burt did not believe in the existence of 
a moral sense as usually defined; if a defect in 
potentiality was meant it would be more correct to 
describe it as a temperamental defect. Intelligence was 
inborn though not present at birth ; moral sense was 
acquired by training and not inborn at all. He did 
not think the necessity of proving an early history of 
deficiency should be insisted on; the impossibility of 
fulfilling this requirement prevented the certification 
of undoubted mental defectives. The two definitions 
of the mentally deficient and the moral imbecile 
appeared to be identical in meaning, and he suggested 
that the latter should be abolished. 

Dr. M. HAMBLIN SMITH denied the existence of a 
moral imbecile altogether ; he had long desired to see 
such a person but had never done so. Al ‘the 
alleged cases could either be certified as feeble- 
minded or belonged to the category of psychoses or 
mental conflict. He regarded the definition as not only 
superfluous but misleading. 

Dr. W. Rees THomas said that the term moral 
imbecile was a legal and not a medical one, and while 
it might not be possible to diagnose such a condition, 
it was the doctor’s business to fit into the term the 
cases it was meant to cover. Of 101 cases sent to 
Rampton in the last five years certified as moral 
imbeciles, about half were obviously feeble-minded 
and could have been certified as such; the majority 
of the others were cases of neurosis, psychoneurosis, 
and the like, with definite symptoms of which dementia 
precox was the commonest. He regarded as the 
most important test the question whether the patient 
had any insight into his own condition. 

Dr. F. C. SHRUBSALL considered that there was a 
type of case which fitted into the definition from the 
medical point of view but not from the legal point of 
view, because they had sufficient wisdom either not 
to come within the law or not to be found out. 

Discussion. 

Mrs. PINSENT (who had been a member of the 
Royal Commission) said that the definition had been 
inserted because it was felt that general practitioners 





would not certify people who might show grave moral 
delinquency unless some such definition was included. 

Dr. H. CoRNER emphasised the point that a moral 
imbecile had no proper idea of the consequences of his 
action. The condition had been well described by 
a patient who said that he did foresee consequences, 
but that they appeared ‘“ dim, distant, and 
surmountable.”’ 

Dr. J. A. HADFIELD was sorry that so much of the 
discussion had centred on definition and so little on 
diagnosis. It was hard to differentiate between moral 
imbecility and ordinary psychoneurosis in people 
who might have developed early hidden complexes 
which emerged at a future time, commonly at puberty. 

Dr. TREDGOLD, in replying, said that those with 
administrative experience did not deny the existence: 
of moral imbecility, though admitting its rarity, and 
they were mostly agreed that the definition made it 
possible to get under care and control a type of 
case not certifiable as feeble-minded. The necessity 
of proving deficiency ‘‘ from birth or an early age ”’ 
stood in the way of certification ; an early age should 
be taken to mean short of that age at which an adequate 
degree of mental development for managing the affairs 
of life is present. 


easily 


BRIGHTON AND SUSSEX MEDICO- 
CHIRURGICAL SOCIETY. 


A MEETING of this Society was held on March 4th, 
Mr. H. J. WALKER, the President, in the chair, when 
Mr. F. E. FeErmpeN read a paper on 

Pyelography and its Valuc 
Pyelography was, he said, the introduction into 
the renal pelvis of a solution opaque to X rays: 
subsequently a radiogram was taken. The inter- 
pretation of the picture required care and experience. 
It might not always be possible to diagnose the 
pathological condition, but with experience it could 
be stated confidently that a given pyelogram repre- 
sented a normal or a_ pathological condition. 
Frequently pyelography was the only means of 
arriving at a correct diagnosis, especially in some 
cases of painless hematuria. Pyelography suggested 
that many cases of so-called essential hematuria were 
in reality cases of congenital hydronephrosis associated 
with hematuria. It obviated the necessity of waiting 
until the patient was bleeding in order to discover 
from which kidney the haemorrhage was coming, 
and was also particularly useful in the diagnosis of 
hydronephrosis before there had been much destruc- 
tion of renal tissue and before the onset of infection. 

In nephroptosis, continued Mr. Feilden, pyelo- 
graphy demonstrated the presence or absence of 
associated kinking of the ureter. The absence of 
kinking of the ureter in these cases raised a doubt 
whether operative interference was desirable. Lateral 
X rays, pyelograms, and, in difficult cases, lateral 
pyelograms were of assistance in distinguishing between 
the possible causes of shadows in the kidney. A 
uric acid calculus in the kidney could be demonstrated 
by the fact that after the solution was removed 
from the renal pelvis the shadow was accentuated 
by the staining of the stone. Normally the right pelvis 
was slightly lower than the left ; if the left pelvis was 
lower than the right there was some pathological 
reason for it. If either lay below the third lumbar 
vertebra it was abnormal. Where a pyelogram could 
not be done owing to obstruction to the entrance 
of the solution, the resulting ureterogram might be 
of value. A dilated ureter from ureteritis suggested an 
infection of the kidney; a small ureter from disuse 
suggested a neoplasm. In suspected renal tuberculosis, 
unassociated with gross changes in urine, pyelography, 
by revealing a pathological condition of the kidney, 
would indicate the appropriate line of treatment. In 
malignant disease of the kidney pyelography revealed 
some change in the renal pelvis in a large proportion 
of cases. An early tumour of the renal 
would not, however, be and in this 


in Diagnosis. 


capsule 


seen, case a 
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radiogram, after perirenal infiltration with oxygen, 
would be of value as an aid to diagnosis. It was 
important, said Mr. Feilden, to beware of under- 
estimating the importance of the symptoms, “ pain 
in the back”’ and “‘ frequency.’’ Hither might be the 
patient’s only complaint, yet his kidney might be 
the seat of gross pathological change. In cases of 
abdominal pain of obscure origin a pyelogram might 
be of the greatest assistance. 
Discussion, 

The PRESIDENT referred to the disastrous results 
recorded in the early days of pyelography.—Mr. 
FEILDEN said that these results were due to inexperi- 
ence and the use of silver salts, which were very 
irritating in the pelvis and calyces and produced 
focal necrosis.—Mr. J. R. H. TURTON asked whether 
a double pyelogram, without waiting a period of 
three weeks, was a safe procedure. It was most 
important not to mistake a calyx that had been cut 
across for a calculus.—Mr. FEILDEN said that to 
perform a bilateral pyelography was a perfectly 
safe procedure, if it was necessary to do it; it was 
especially helpful in differentiating between an early 
hydronephrosis and a normal but large renal pelvis. 
With experience a calyx (cut transversely) would not 
be mistaken for a calculus.—Mr. J. GRIFFITH referred 
to a case of hematuria in which the diagnosis could 
not be established until a pyelogram was done. This 
definitely showed a stricture at the junction of the 
pelvis and ureter and an open operation gave satis- 
factory results.—Dr. St.G. B. D. Gray asked the 
cause of the pain sometimes following pyelography.— 
Mr. FEILDEN said that it was very unusual for patients 
to complain of pain. Usually it was due to faulty 
technique. If the fluid was not removed from the pelvis 
spasm might be set up in the ureter. If there had 
been undue damage to the mucous membrane of 
the ureter the patient might have ureteric colic 
caused by blood-clot.—Mr. M. FirzMAuRIcE-KELLY 
inquired what solution was used, to which Mr. FEILDEN 
replied that he always used 15 per cent. sodium iodide 


as it gave an excellent shadow and was not irritating 


to any part of the urinary tract. He drew attention 
to the danger of doing pyelography in a case where 
a calculus was lodged in the pelvis at the junction of 
the ureter. It was necessary to make sure that the 
solution could be removed from the pelvis. Sometimes 
in these cases the calculus acted as a ball valve, 
that is to say, the solution could be introduced but 
not removed. 

Following this discussion, Dr. NEVILLE Cox showed a 
case of artificial pneumothorax illustrating the coin 
sound, and Dr. J. H. T. DAvres showed cultures of 
different ringworm fungi. 





NOTTINGHAM MEDICO-CHIRURGICAL 
SOCIETY. 


AT a meeting of this Society held on March 4th 
Mr. H. Bett Tawse, the President, took the chair, 
and Dr. F. J. Poynton (London) discussed 

Some Abdominal Disorders in Childhood. 
Commenting on the longer intervals between feeds 
now in vogue for infants, he asked whether the fragile 
(though sound) child was not made over-hungry, with 
the result that it gulped its feeds and suffered from 
spasm and flatulence. In his experience this was 
what happened with delicate and ailing infants, 
though not with strong ones. Turning to the various 
kinds of food, Dr. Poynton dwelt upon the use of protein 
milk and foods not containing milk, speaking of their 
value in the difficult stage of acute gastro-enteritis 
and in chronic diarrhoea, when return to normal 
feeding had to be started. Giving his experience of 
hypertrophic stenosis of the pylorus, he described a 
series of 80 cases of his own, in which it was 
shown that a combination of prompt surgery, skilled 
nursing, and dieting had reduced the mortality from 
70 to 6 per cent. He emphasised the importance of 
feeling the tumour. Discussing the dieting of cceliac 





disease, Dr. Poynton expressed the opinion that in 
some cases not only was fat not digested, but all the 
food elements were badly assimilated, and in addition 
the amount of food had to be much restricted. 

Acetonzemia was then considered, and the two 
prominent features of the condition were illustrated 
—the nervous by examples of tram and train sickness, 
night terrors, and other evidences of nervous insta- 
bility ; the alimentary by the rare but clear-cut cases in 
which acetonz#mia is diagnosed as the primary illness, 
but the actual cause is found to be volvulus of the 
small intestine. In classical cases of cyclic vomiting 
acetonuria might precede the vomiting, though in 
his experience this was exceptional. The evidence, 
he thought, pointed to some pre-acetone body as 
the essential poison. He concluded by showing 
drawings and radiograms of chronic intussusception. 

The PRESIDENT, Dr. WILKIE Scorr, Dr. J. A. 
Briees, Dr. F. H. Jacos, Dr. R. G. HoGarru, Dr. 
LANE, Dr. B. R. TRUMAN, Dr. C. H. ALLEN, Dr. W. T. 
Rowk, Dr. F. Crooks, Dr. D. HUNTER, and Dr. 
JESSIE MortTOoN took part in the discussion. 





LIVERPOOL MEDICAL INSTITUTION. 


AT a pathological meeting held on Feb. 25th 
Dr. J. C. M. Given, the President, took the chair, 
and Dr. HOWELL EvANs read a paper on 


Recent Advances in Knowledge of the Blood Platelets, 
with special reference to hemorrhagic diseases and 
pathological thrombosis. Discussing the origin and 
specificity of the platelets, he mentioned especially 
the experimental work of Ledingham, Bedson, and 
Robertson, which, he said, afforded final proof that 
the platelets are separate blood elements. He then 
described the morphology of the platelets and a simple 
method of enumeration. Apart from their known 
function in connexion with blood coagulation, their 
importance in preserving capillary tone was important, 
capillary leaking and increased bleeding time being 
associated with deficiency. When the platelet count 
was very high, on the other hand, the capillaries 
seemed to be tightened up, and bleeding time was 
much diminished. Dr. Evans enumerated the pheno- 
mena associated with thrombocytopenia or platelet 
deficiency as follows: (1) slightly delayed coagulation 
time; (2) prolonged bleeding time; (3) failure of 
clot retraction; (4) diminished capillary resistance ; 
(5) spontaneous capillary hemorrhage. He showed 
that in a series of ten cases of primary and secondary 
purpura, with low platelet counts, the coagulation 
time, though usually stated to be normal, was in reality 
moderately delayed. The delay did not, however, 
approach the delay seen in hemophilia, where the 
platelets were normal in numbers, but qualitatively 
abnormal. After classifying the causes of thrombo- 
cytopenia and discussing the primary disease, idio- 
pathic purpura hemorrhagica, Dr. Evans summarised 
the reported results of splenectomy for this condition 
and described two recent Liverpool cases in detail. 
Turning to conditions in which there was a rise in the 
platelet count, he pointed out that in certain of these 
conditions—namely, the convalescent period after 
infections such as typhoid and pneumonia, chlorosis, 
and certain forms of splenic an#mia—spontaneous 
thrombosis frequently occurred. In a series of six 
cases after splenectomy he had observed a definite 
shortening of coagulation time associated with high 
platelet counts. In one of these cases, a splenic 
anemia of the Banti type, the platelet count persisted 
after splenectomy at a level of about 1,500,000 until 
the thirtieth day, when the patient died from mesen- 
teric thrombosis. Similar fatalities after splenectomy 
in splenic anemia associated with persistently high 
platelet counts had also been reported by Rosenthal. 
These facts showed a definite correlation between 
high platelet levels, shortened coagulation time, and 
clinical thrombosis, and emphasised the need for 
studying the platelet factor in its relation to all cases 
of pathological thrombosis. 
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Rebielus and Notices of Books. 


THORACIC SURGERY. 


By Howarp LILieNnTHAL, M.D., F.A.C.S., Professor 
of Clinical Surgery, Cornell University. London 
and Philadelphia: W. B. Saunders Company. 
1925. In two volumes. Pp. 1294. £4 10s. 

In no branch of surgery have greater advances been 
made in recent years than in the surgery of the thorax, 
and for those who have not followed its development 
these volumes will contain many surprises. The 
principles of ordinary surgery, which lead to certain 
victory in others parts of the body, may here lead to 
failure, since the conditions of success are entirely dif- 
ferent. This treatise furnishes the substantial scientific 
foundations upon which the author and his colleagues 
have built up their unrivalled clinical experience. 
Prof. Graham contributes an important article on 
the physiology of the thorax, wherein he points out 
the differences between the conditions in thoracic 
and in abdominal surgery. He discusses at length 
the results of pneumothorax and the means by which 
damage to the mediastinum may be avoided; also 
the influence of a pneumothorax upon the opposite 
lung, the mechanism of compensation as to aeration 
and to circulation, and its effects, especially as regards 
exudation, both upon the compressed lung and upon 
the pleura. These considerations are at the root of 
modern lung surgery, and every worker will be 
grateful for such a clear account of a difficult subject. 
Roentgenology is treated by Jaches in an article 
remarkable for the excellence of the photographs of 
actual cases which illustrate it. These give a clear 
idea of what should be looked for in a good X ray, 
and indicate the important part played by this method 
of examination in thoracic work. An equally valuable 
article deals with anzsthesia and shows the elaborate 
precautions which must be taken, and the special 
knowledge and skill which are required, if success is 
to be achieved. 

In the main section of the work Prof. Lilienthal 
deals lucidly with a vast number of conditions. He 
gives considerable space to the discussion of subjects 
which have not yet emerged from the experimental 
stage, such as the surgery of the valves of the heart, 
but he wisely devotes most of his book to the really 
practical problems which surgeons have to face. 
From a series of informative articles it is invidious to 
select any for special praise, but those on empyema, 
on suppuration in the lung, and on tuberculosis are 
outstanding. The section on empyema disposes once 
for all of the old-fashioned notion that empyema 
can be adequately dealt with by the house physician, 
whilst that on tuberculosis opens up a new field whose 
extent and possibilities cannot be foretold. 

Without pretending to the encyclopedic proportions 
of Sauerbruch’s great treatise, these volumes succeed 
in presenting a convincing account of the subject in 
an accessible and attractive form. 


FRACTURES IN GENERAL PRACTICE. 
Die Behandlung der Knochenbriiche durch den 
praktischen Arzt. Von Geh. Hof. Prof. Dr. Frrrz 
LANGE. Miinchen: J. F. Lehmann, 1926. With 
81 figures. Pp. 124. M.3.50. 

Prof. Lange, in his preface, says that his book is 
not intended for orthopedic surgeons. His aim is 
to put before the general practitioner the methods of 
after-treatment employed in orthopedic hospitals 
after osteotomies which are sometimes multiple, 
leaving the limb a mere chain of bones, a proceeding 
first carried out by the late Sir William Macewen. 
Prof. Lange gives reasons for confining his instruction 
to treatment by means of extension and gypsum and 
in some cases splints. He much prefers the zinc-glue 
bandage to other adhesive materials for the application 
of extension. 

All the typical fractures are considered in systematic 
manner, and the method of treatment is described 








which the author finds best for each. In general he 
relies greatly upon a combination of end-traction with 
lateral corrective pressure by pads attached to, but 
not under, a plaster-of-Paris splint, which latter 
serves as a fixed point and affords counter-pressure. 
These principles he applies alike in fractures of the 
neck of the femur and in those of the ankle or the 
upper extremity. His advice as to the treatment of 
fracture of the neck of the femur in old people appears 
to be sound and is the outcome of great experience, 
but we can hardly suppose that he expects the general 
practitioner, for whom his advice is ostensibly intended, 
to carry out the bone-grafting or pegging operations 
which he describes for ununited fractures in this 
region. The author’s sole reference to the Thomas 
splint, which he admits played so great a part in 
reducing the mortality from gunshot fracture of the 
femur among the British in the late war, is to be 
found in a paragraph in which he gives the entire 
credit for its introduction and for the consequently 
enormously diminished mortality to the Americans, 
entirely ignoring the work of all British surgeons. 
It is hardly necessary to remark that the improvement 
was effected before the American forces landed in 
France. Naturally, perhaps, he prefers for such cases 
his own pattern of field splint, of which he gives an 
illustration and a full description. The results with 
this were no doubt excellent, but it lacks the simplicity 
and portability of the Thomas knee splint. 

This little book is well printed and the figures are 
clear. 


MODERN MEDICINE. 
Third edition. By the late Sir WiLt1aAmM Oster. 
Re-edited by THomas McCrag, M.D., F.R.C.P. 
Lond., Professor of Medicine in the Jefferson 
Medical College, Philadelphia ; assisted by ELMER 
H. Funk, M.D. Vol. IJ. London: Henry 
Kimpton. 1926. Pp. 891. Set of six volumes, 
£12 12s. 
AN extended and comprehensive work on medicine 
is in these days not an academic luxury to the 
occasional reader, but a bare necessity to every 
practitioner who attempts to base his work on current 
knowledge, and must be constantly kept up to date. 
In this way it is possible for him, on the one hand, 
to bring his practice up to the highest modern level, 
and on the other, to keep clear of those innovations 
which, after their little day, are found wanting in all 
but imagination. 

Twenty-eight authoritative physicians have contri- 
buted to this volume. Sir William Osler’s weighty 
article on Syphilis is typical, in its lucidity and method, 
of his attractive writing, Dr. J. W. Churchman assisting 
in the section, which has been revised by Dr. L. A. 
Conner. Particular attention is paid to the diagnosis 
in the febrile stage and to the mucous and cutaneous 
lesions. Dr. F. J. Poynton has been most successful 
in treating rheumatic fever in a similar fashion—i.e., 
as a national disease requiring organised treatment- 
and has summarised the methods of prophylaxis of 
the heart disease of childhood on the American 
pattern. It is interesting to note that the section 
still stands in the part of the volume devoted to 
diseases of unknown or doubtful «tiology. In this 
part also is an excellent article, well illustrated, on 
Small-pox, by Dr. E. J. Beardsley; the historical 
side of this subject as well as that of Vaccination (by 
Dr. G. Dock) is dealt with fully; the sections on 
Measles and other Exanthems are written by Dr. 
John Ruhrah. Dr. Thomas McCrae, who re-edits the 
book, contributes a section on Typhus Fever, in which 
he emphasises the occurrence of mild and often 
unrecognised forms of the disease in sporadic form. 
Dengue is dealt with by Dr. T. G. Coleman and Rabies 
by Dr. M. P. Ravenel; the human and canine forms 
of the last-named disease are well described, and the 
effects and method of the Pasteur immunisation 
summarised. 

The second part of the volume is concerned with the 
Protozoan Infections. Dr. R. P. Strong, writing on 
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Ameebic Dysentery, devotes much space to classifica- 
tion of different amcebe occurring in man and describes 
inoculation experiments; the pathology is well 
illustrated, and treatment by emetine and its variants 
described in careful detail. Malarial Fevers are 
exhaustively dealt with by Dr. Charles Craig, and his 
methods of General and Personal Prophylaxis should 
be known by all practitioners in temperate climates. 
Dr. J. W. Stephens, writing on Blackwater Fever, 
states that statistics give a definite verdict against 
the use of quinine therapy in this condition, of which 
the ztiology is still obscure. Sir David Bruce and 
Dr. G. Low combine in the section on Trypanosomiasis, 
in which we learn of the improving prognosis in this 
very fatal disease under modern methods of treatment. 
The Leishmaniases are described by Dr. B. C. Crowell, 
with illustrations of the development of the Leishman- 
Donovan bodies. 

In Part III. the Spirochetal Infections are dis- 
cussed. The article on Syphilis has already been 
referred to. Dr. Conner writes on Yaws, Dr. John 
Todd on Relapsing Fever, and Dr. McCrae has revised 
the article by the late Dr. James Carroll on Yellow 
Fever. Finally, Dr. E. Funk contributes a chapter on 
Spirochetal Jaundice and Rat-bite Fever. Part IV. 
is devoted to the Diseases caused by Animal Parasites, 
a section written by Dr. C. W. Stiles and prefaced by 
a useful general discussion and a classification of the 
parasites and their nomenclature. Part V., by Dr. 
Funk, deals with diseases due to physical agents. 
Chemical and organic poisons are the subject of 
Part VI., to which Dr. Norman Gwyn contributes two 
chapters; in an important section on Lead he 
describes the occupational incidence of chronic 
poisoning and the regulations in force to prevent it. 
The danger of a high calcium value in the diet is shown 
to be a storage of lead in the bones, which an upset of 
metabolism may cause to be liberated with disastrous 
results at a later date. The chapter on Alcohol, 
Morphine, and other Poisons, by Dr. Alexander 
Lambert, is full of interest and will be found an 
excellent guide to anyone having a case of alcoholic 
or other poisoning to deal with. The psychological 
cause of alcoholism in general is emphasised, and the 
consequent importance of dealing with the particular 
psychosis in a given case is pointed out. The treat- 
ment by belladonna of both morphinism and 
alcoholism is recommended and described in detail. 
A chapter on Food Poisoning is contributed by Dr. 
E. C. Dickson. Deficiency Disease forms the subject 
of the last part of the volume, in which chapters on 
Pellagra (Dr. E. J. Wood), Beri-beri (Dr. W. E. 
Musgrave and Dr. Crowell), Scurvy (Dr. R. Hutchison), 
and Rickets (Dr. G. Still) are included. 

Altogether this volume contains many wise and 
valuable articles, and the appearance of the next will 
be anticipated with interest. 





PEPTONE IN BRONCHIAL ASTHMA. 
The Treatment of Bronchial Asthma by Intravenous 
Injections of Peptone. By P. Boot, M.D.Amsterdam. 
Amsterdam: H. J. Paris. 1925. Pp. 135. F1.3.25. 
Dr. Boot observes a series of cases of patients 
suffering from bronchial asthma in the clinics of the 
Binnengasthuis in Amsterdam. Of the 20 patients 
described, 11 more or less improved under the injec- 
tion of peptone. In four cases high doses have shown 
improvement, whereas small quantities have failed. 
In one case there was hypersensibility for peptone. 
In one case peptone did not have any success, but 
tuberculin caused improvement. In the rest of the 
cases no result was obtained, except in one case where 
an auto-vaccine benefited. The author comes to the 
conclusion that the peptone suppresses the asthma 
and states his agreement with Dr. Auld! that the 
intervals of the recurrence of the attacks become less 
frequent after the peptone therapy. In the 20 cases 
which Dr. Boot describes, the method has generally 
been as follows. He starts with 5 per cent. of Armour’s 


? Brit. Med. Jour., May 5th, 1917. 





Peptone No. 2, beginning with 4 c.cm. and going 
upto 3to4dc.cm. In each case the blood was examined 
and skin reaction done. Although elaborate tables 
have been prepared and bacteriological methods and 
vaccine therapy are described, the clinical aspect 
should have been more elaborately dealt with for the 
treatment to be of use to the general practitioner. 
The reader, although finding interesting and well 
worked-out points, still obtains very little evidence 
of successful results. But the careful investigation 
displayed should be of help. 





THE MUSCULAR SYSTEM. 
Second edition. By Haron: Burrows, C.B.E., 
M.B., F.R.C.S. London: The Scientific Press. 
1926. Pp. 184. Is. 6d. 

TuIs little book gives an excellent account of the 
various muscles of the body, grouped according to 
their actions. It is plainly intended for practical use 
by the clinician, and in this edition a useful chapter 
has been added dealing with the localisation of nerve 
lesions by means of muscle tests. The volume includes 
many useful illustrations, and is an example of 
wonderful value for price. We commend it to the 
notice of art students. 


ANNALS OF MEDICAL HISTORY. 
December, 1925. New York: 
Pp. 319-445 and Index. $2.50. 

THE contents of this number, which completes the 
1925 volume, range in point of time from Gilles de 
Corbeil of the twelfth century to Mark Twain of the 
nineteenth. Dr. E. E. Hume contributes an interesting 
paper upon Pettenkofer and his theory of the etiology 
of cholera and other intestinal diseases, a theory now 
known to be erroneous, but even the mistakes of great 
minds are instructive. Pettenkofer, of course, won 
his fame as a chemist and physiologist and not as a 
pathologist. Dr. R. T. Williamson writes upon 
Corrigan and his career. Corrigan was one of the 
greatest of the many great Irish physicians who 
flourished during the first half of the nineteenth 
century and his name is known to every medical 
student by the expression ‘‘ Corrigan’s water-hammer 
pulse,’ indicative of aortic regurgitation, a condition 
the extreme importance of which he was at least the 
first to recognise, if not the first to describe, for 
that honour belongs to Hodgkin. The article is 
given additional value by an admirable photographic 
reproduction of the portrait of Corrigan in the Royal 
College of Physicians in Dublin. Dr. Stephen D’Irsay 
takes for his subject the life and works of that too 
little known but singularly interesting leech, Gilles 
de Corbeil, 1180-1223, physician to Philip Augustus. 
This is a very good paper with a copious bibliography. 
Here and there Dr. D’Irsay is obscure—for instance, 
in the following sentence: ‘“‘ The works of Gilles de 
Corbeil were all clad in poetic form. That form was 
the Leonine verse ; pure hexameters interspersed with 
distichs.”” It is true that Gilles did use Leonine 
verses occasionally, more especially in the Hierapigra 
—e.g., Hierapigra VIII., vv. 63-68—but they are 
by no means the rule, even in that poem ; in the other 
poems they are rare, and why the Leonine verse should 
be described as “ pure hexameters interspersed with 
distichs’’ we cannot understand. 

Dr. F. R. Menne writes about Rokitansky and his 
admirable work in pathology, and Dr. Aitchison 
Robertson has gathered together various delightful 
extracts from old writers for and against the Powder 
of Sympathy. Mrs. Taylor contributes the final 
portion of her most interesting reminiscences of her 
father, Crawford Long; and Dr. L. J. Bragman dis- 
courses upon the medical wisdom of Mark Twain 
as shown in his writings. The group of original 
papers ends worthily with a charming little poem by 
Theodor Storm, being an address to an ophthalmic 
surgeon from his grateful patients, here recorded by 
Dr. F. H. Garrison. 


Paul B. Hoeber. 
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In Pulmonary Diseases 


ORLICK’S MALTED MILK, by supplying nouris ishment 

in ane asily dige sted form espec ially adapted to enfeebled 
digestive sae rs in conditions associated with metabolic 
unbalance—in which there is the eee me products 
of destruction over those “as econstruction—presents the best 
form in which mnilk can be given, and is one eo the most 
important factors, as an enriched diet, in the prophylactic 
and active treatment of all Pulmonary and allied affections. 
Complete in itself and ready in a moment by briskly stirring 
in hot or cold water only. 


To secure the original, always specify HORLICK’S. 
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MICROPHOTOGRAPHS 
OF 
PARATHYROID GLAND 
TISSUE 


Genuine 
Parathyroid Tissue 


O distinguish between parathyroids 

and cervical lymph glands, or 
similar tissue, is very difficult for any 
but the most highly skilled observers. 
Hence, it is probable that conflicting 
reports of successes and failures from 
parathyroid administration may be 
accounted for by the varying qualities 
of the preparations used. 
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The precautions taken by Parke, 
Davis & Co. enable them to guarantee 
that 90 per cent. of the desiccated 
substance used in their parathyroid 
tablets is genuine parathyroid tissue. 
The glands are dissected out by a 
specially trained operative, and every 
batch is inspected, macroscopically or 
microscopically, by competent workers. 


True Parathyroid 
Tissue. Magnifica- 
tion, 300 diameters. 


= 


Physicians who prescribe Parathyroid 
Gland Tablets, P., D. & Co., have, 
therefore, every assurance that they 
are employing a remedy possessing 
full physiological activity. 


PARATHYROID GLAND 
TABLETS (p., D. « co.) 


1/,9 grain and 1/5, grain. 


Section showing (Parathyroid and Calcium Tablets, P., D. & Co., are also supplied.) 
parathyroid gland 
tissue, with lym- 
phocytic tissue. 
Magnification, 
150 diameters. 


Parathyroid medication is indicated in: 


= Curonic Ucceration (varicose, gastric, duodenal). 

Diseases oF THE Nervous System (chorea, epilepsy, 
tetany). 

Vasomotor Neuroses (Raynaud's disease, angio- 
neurotic oedema). 


Distursep ENpocrine Function (osteomalacia, 
hyperthyroidism). 
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The histological sections illus- 
trated above were prepared from 
material actually used in the 
manufacture of Parathyroid 
Tablets, and photographed in 
Parke, Davis & Co.’s Hounslow 
Laboratories. 


Physicians requiring further information are invited to write for our 
booklet “ Parathyroid Therapy.” 
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LONDON: SATURDAY, MARCH 20, 1926. 


VOLUNTARY HOSPITAL FINANCE. 


Mr. NEVILLE CHAMBERLAIN, the Minister of Health, 
has officially informed Lord OnsLow, the chairman 
of the Voluntary Hospitals Commission, that “ he 
has come very reluctantly to the conclusion that, 
in the present financial situation, it is impracticable 
at this stage to proceed with the proposals made in 
the Commission’s last report for a Parliamentary 
grant towards the cost of hospital extensions.” 
Those proposals contemplated the addition of 10,000 
beds to the voluntary hospital accommodation of 
England and Wales, including London, at a cost of 
£400 per bed, one-half of which was to be found by 
the hospitals, and the other half by the State. What 
applies to England and Wales will probably be held 
to apply also to Scotland, which will now have to 
watch the fading into dim distance of its hopes of 
obtaining the 3600 additional beds which, only three 
weeks ago, the Hospital Services (Scotland) Committee 
declared to be needed to make accommodation north 
of the Tweed reasonably adequate. In that case also 
it was suggested that the Exchequer should provide 
one-half of the total cost of £1,800,000. It is, of course, 
impossible to create thousands of new beds by a 
stroke of the pen, and the work would necessarily 
have occupied several years, so that the annual 
contribution from the Exchequer would have been 
comparatively slight. The decision will have the 
unhappy result of strengthening the demand from 
a section of public opinion for the nationalisation of 
the hospitals. We shall, no doubt, be told that the 
voluntary system has so badly broken down that it 
lacks thousands of beds which it is powerless to supply. 
As a fact, there is no breakdown. Not only are the 
voluntary hospitals, with a comparatively few excep- 
tions, paying their way—some of them are even doing 
more—but they are prepared themselves to find 
practically three millions of new money on one side 
or the other of the border to enable them to meet the 
demand for their services, a demand that is always 
increasing because that service is the best, and even 
when it is paid for, the cheapest, that medical and 
surgical science can give. 

In so far as the voluntary hospitals have to provide 
the additional beds urgently needed out of their 
own resources, every possible item of ways-and means 
will have to be scrutinised. Much insight into volun- 
tary hospital finance may be gained from a study of the 
address given? by Mr. L. G. Brock, of the Ministry 
of Health, at a recent meeting of the Manchester 
Statistical Society and now reprinted.? It is only 
in comparatively recent years that material for a 
statistical examination of the income anda expenditure 
of voluntary hospitals has become available, and 
Mr. Brock pointed out that there is still a want of 
uniformity in their production shown either in the 
periods to which the figures relate or in the form in 
which they are submitted, making comparisons diffi- 
cult and general deductions hesitating. The position 
is one which is gradually righting itself, and we are 
glad to see in this connexion a very proper acknow- 
ledgment of the pioneer work done by the late Sir 
Henry Burpett. The form of accounts proposed 


? THE LANCET, Jan. 30th, p. 267. 
? Voluntary Hospital Statistics. Manchester: John Heywood, 
Ltd. Pp. 63. 





by Burnett, though modified in different directions 
by altering circumstances from that originally devised 
for the Metropolitan Hospital Sunday Fund, was 
subsequently elaborated for use by King Edward’s 
Fund, and has now developed into a 
uniform system, such as is held by 
Hospitals Commission as essential to 
ments, whether general or 
annual reports issued by the joint council of the 
British Red Cross and Order of St. John, edited first 
by the late Sir Napier BurRNetTT and subsequently 
by Dr. Kay Menzies, provide invaluable statistics 
summarising the situation in some 600 hospitals from 
year to year, and in these reports the totals emerge 
with their significant information, more than which 
can hardly be expected. Further, we note in Mr. Brock’s 
paper a passage commending the efforts of the local 
hospitals committee at Manchester, where hospital 
statistics are more complete than in any other city 
outside London, and we echo his hope that Manchester's 
example will be followed in other great cities. It is 
clear from all this that need for financial order in 
these great charities is now being widely appreciated, 

The following vitally important questions are set 
out by Mr. Brock as requiring answers, if hospital 
statistics are to be of proper use to the community 
in general: (1) Is the public doing its duty to the 
hospitals? (2) Are the hospitals solvent judged by 
ordinary business standards? (3) If they are not 
solvent, in what directions can expenditure be 
reduced or income increased ? It will be seen that 
the fundamental assumption is made that the public 
has a duty to the hospitals, and we need not recapitu- 
late the grounds on which it is made. But the running 
of a voluntary hospital must to-day be seen by all 
to be a business proposition, for the neglect of curable 
sickness 1esults in terrible waste of man-power and 
money. At the same time the hospital provides a 
centre for the promotion of medical research and for 
the education of medical men, both of which activities 
can be supported on purely business grounds, for if 
it did not fall naturally to the hospitals to make such 
provisions the community would have to be taxed 
heavily in order to obtain them elsehow. If the second 
question cannot be answered in the affirmative the 
first must be answered in the negative, for the public 
is not doing its duty if the hospitals remain insolvent. 
This brings us to the third question how, in case the 
hospitals are not solvent, can they be made so? 
Reduction of expenditure, or increase of income, or 
both, must cover any possible reply which leaves 
taxation out of question. The fact that th® administra- 
tion of all the hospitals in Manchester has resulted in a 
cost per bed at the various institutions which compares 
favourably with the cost at similar hospitals elsewhere, 
proves that possibilities of economy lie in sound 
organisation and in intelligent methods of regrouping ; 
but all who have studied the question at large will agree 
with Mr. Brock’s view that we must expect the 
assured solvency in the voluntary hospitals to come 
rather from increase of income than from diminution 
of expenditure. And here the outlook is fair. The 
hospitals are essentially voluntary and, therefore, 
patients’ payments cannot be indefinitely increased, 
but workmen’s contributions, especially in the big 
industrial centres of the North, now represent a 
substantial and assured source of income; and while, 
to some extent, these contributions fall under the 
category of patients’ payments, it is only in a modified 
sense that they can be so regarded. The true view of 
these payments would hold them as mass subscriptions ; 
they are given not with the idea of the individual 
benefit of a patient, but with the intent to support 
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the Voluntary 
accurate state- 
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a great organisation which can only discharge its 
beneficent responsibilities if it is supplied with the 
material means. The appeal for workmen’s contribu- 
tions differs in no respect from the appeal to individual 
donors ; it is founded on exactly the same principles, 
and as such is appreciated by the workman and has 
met with steady support. 

Annual subscriptions to voluntary hospitals come 
in the main from the middle classes, directly as well 
as indirectly through the great Funds. This is a 
point that should be remembered in connexion with 
the fact that these are the classes who, in existing 
circumstances, derive the least direct benefit from the 
institutions. But, handsome as their support is, there 
is no doubt it would be substantially increased if 
organisations for securing subscriptions were more 
thorough. Individual charities canvass vigorously, 
with the result that institutions do not always receive 
endowments proportional to their deserts ; but at best 
this way of wringing money out of the public is costly 
and capricious, and it is not surprising that Mr. Brock 
should say that the money obtained does not represent 
in some cases what might fairly be expected from 
a particular community. He brings forward the 
example of Leicester where the collection of hospital 
subscriptions is conducted on plan. At Leicester 
practically all occupiers of houses above a certain 
rateable value are visited and asked for at least a 
minimum subscription, and the inhabitants can hardly 
escape from the obligation to assist the Royal Infirmary 
and other institutions. But they enjoy in return 


immunity from an endless series of competing appeals 
and the satisfaction of knowing that contributions 
are going in the right direction. There is no doubt that 
in a similar way much money could be regularly 
obtained at other centres, but the question of paying 
wards ought to enter into our calculations at this 
point. To expect an increased revenue from workmen's 


contributions can be justified by the improvement 
in the economic position of a large section of what 
used to be considered the proper hospital population, 
but the middle classes, whose financial position is far 
less sound than it was before the war, can no longer 
be left aside to pay and never to receive. They sub- 
scribe to hospitals to which they do not go, and they 
are unable to command through consultants and 
specialists and institutional amenities the best treat- 
ment for their condition. The construction of paying 
yards would be a powerful incentive to many who do 
not as yet subscribe to the voluntary hospitals, and 
the due conditions for their provision are being 
arrived at gfadually. There are problems here of 
different sorts, to which we have referred recently, 
whose solution should precede any general establish- 
ment of paying wards in connexion with voluntary 
hospitals ; at the same time the needs of the middle 
classes will have to be met, and this is recognised by 
their medical advisers as well as by themselves. The 
provision of paying wards in connexion with existing 
hospitals should, we think, be regarded only as a 
temporary solution of the difficulties, but it is one that 
could come into existence promptly. 


& 
—— 


THE FUNCTIONS OF THE SPLEEN. 


ReMovaAL of the spleen does not produce any very 
disastrous results. The animal may be rather anzmic, 
it may have a diminished capacity of producing anti- 
bodies, it will be less resistant to enteric infection and 
more resistant to tuberculosis, it may be jauadiced 
less readily by hemolytic poisons, it may perhaps 
develop a voracious appetite ; and a good many other 
things may happen according to some observers, 








while according to others they may not. In any case, 
no change regularly follows splenectomy which has 
any great influence on the vitality or morbidity of 
experimental animals. It does not follow that man 
is equally indifferent ; his standard is higher and he 
is more carefully observed, and in much larger numbers. 
But there must be a good many spleenless individuals 
in the world, and no definite asplenic syndrome has 
been identified as an illness. As an article of faith 
we must believe that if the spleen did nothing, it 
would not be there. In other words, the spleen is 
useful but not necessary. What is known of its 
functions is summarised by Dr. E. B. KrRuMBHAAR 
in the last number of Physiological Reviews (1926, vi., 
160), and his copious bibliography will enable anyone 
to follow the ramifications of any of the hypotheses 
or results of observation. 

Last week we were able to publish some of the 
most recent progress which has been made by Prof. 
JosepH Barcrort and his colleagues at Cambridge. 
His lecture at Leeds is a supplement to one which 
he gave at Manchester some year ago, published in 
THe Lancer at the time (1925, i., 319). He deals 
with two main functions—the spleen as a reservoir 
of blood and its action in altering the resistance of 
red blood corpuscles. By fixing metal clips round 
the edges of the organ and X raying the animals, 
or by watching it through a celluloid window in the 
abdominal wall, Prof. BARcRorT establishes that the 
spleen in a normal animal at rest is a good deal 
—two to perhaps four times—bigger than it is after 
death, and that our ordinary ideas of its actual size 
in vivo are by this amount in error. The excess of 
the living over the dead size is blood or red corpuscles, 
or something between the two. Hemorrhage stimu- 
lates the spleen to expel this excess into the circulatory 
blood and the amount expelled is roughly proportional 
to the severity of the hemorrhage. Exercise has a 
similar effect, and the possibility of adding fresh 
hemoglobin to the circulating blood may help an 
animal to withstand CO poisoning. The spleen, 
therefore, functions as a reservoir of spare blood 
which can be emptied into the general circulation 
when desirable. Quantitatively it is not a large 
tank. The dead weight of the human spleen is 
about 0-25 per cent. of the body-weight, its live 
weight one supposes may be 0-75 per cent. ; it can, 
therefore, add 0-5 per cent. to the blood which con- 
stitutes some 5 per cent. of the body-weight. Making 
allowance for the fact that the mixture discharged 
from the spleen is more concentrated than blood, we 
may conclude that the reservoir is able to increase the 
circulating red corpuscles by some 12 or 15 per cent. 
—a useful thing to do, but not necessary to life, though 
it may well be just enough sometimes to turn the 
s@ale in favour of survival. As Gross has shown, the 
human spleen goes through a regular series of age 
changes which leave it a fibrous and apparently rather 
functionless organ in middle life and later, and this is, 
perhaps, one of the explanations of its characteristic 
failure to achieve useful but unnecessary activities 
involved by age. On this and other points Prof. 
BARCROFT will awaken attention, and he has enabled 
us to look at the spleen and its vagaries in the post- 
mortem room with new ideas of interpretation in our 
minds. And if Henry Gray had not died of small-pox 
at the age of 34 he might have secured that his essay 
“On the Structure and Use of the Spleen,” which won 
the Astley Cooper prize in 1853, should be as 
familiar as the “ Descriptive and Surgical Anatomy” 
of 1858. We should, then, as Prof. BARcROFT points 
out, have known the essentials of all this without being 
told, for Gray clearly states the main point and, 
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indeed, might with a good deal of luck have just 
been able to rise in Prof. BARcROFT’s audience and 
state it again. 

The other topic with which Prof. BARcrortT dealt 
in his recent lecture is the resistance of red cells to 
hypotonic saline. The red cells coming out of the 
spleen are less resistant than those going in; if the 
spleen is made to empty itself out by stimulating the 
splanchnic, the red cells which come in as it is allowed 
to refill acquire their increased fragility almost at once. 
What this means we do not know. Especially we 
need to find out how much blood passes through 
the spleen per hour, whether any red cell goes into 
the spleen more than once, and hence whether this 
acquired fragility is lost again in the general circulation. 
But we can add to these facts the human experience 
that splenectomy alleviates congenital acholuric 
jaundice and raises the resistance of the fragile red 
cells which are characteristic of that disease, and 
that it cures splenic anemia. Perhaps we have at 
jast an explanation of the puzzling variety, described 
by Prof. E. H. Kerrie and others, of the anatomical 
changes in the large spleens removed so successfully 
in this condition; any hypertrophy of the splenic 
tissue may diminish the resistance of so many cells 
or diminish it so much that actual anzemia results 
irrespective of the original cause of the splenic 
enlargement. Add, too, that splenectomy inhibits 
the production of jaundice by arseniuretted hydrogen 
and of anemia by phenylhydrazine and perhaps also, 
in view of the possible relationship between red cells 
and blood platelets, that it can cure purpura. All 
of which adds up to the summary conclusion that the 
spleen does something to red cells which makes them 
more easily destroyed. Whether this mechanism is 
one of emergency or in constant use remains to be 
discovered. The spleen is no doubt sometimes useful ; 
it is evidently not necessary; medicine supplies us 
with illustrations of how it may be harmful. 


~ 


INFECTIOUS DISEASE LEGISLATION. 

Wuart is the legal meaning of *‘ infectious disease ”’ ? 
The expression occurs in the Public Health Act of 
1875—for example, in Sections 80 (by-laws as to 
common lodging-houses) and 120 (cleansing and dis- 
infection of premises and articles)—but it is not 
explained. In Section 123 of the same Act (relating 
to conveyance of infected persons) we are introduced 
to another unexplained expression, ‘‘infectious dis- 
order ’’; while in several other sections—for instance, 
121 (destruction of bedding) and 124 to 129 (removal 
to hospital, penalty on exposure, &c.)—there is a 
further variety, ‘‘ dangerous infectious disorder,” no 
guide being furnished as to its application. Elsewhere 
in the Act we find allusions to ** cholera or any other 
epidemic, endemic, or infectious disease,’ with a 
subsequent variant ‘“‘any formidable epidemic, 
endemic, or infectious disease.’’ Where a term like 
‘*dangerous infectious disorder enters into the 
by-laws of local authorities, some degree of uniformity 
may be obtained by the adoption of a standardised 
definition from model by-laws drafted in Whitehall. 
And probably there is in practice but little doubt 
whether a particular disease comes within any of these 
several statutory classifications or not. Nevertheless, 
the vagueness of the phrases and the deliberate 
adoption by Parliament of different expressions and 
of strengthening epithets like ‘‘ dangerous’”’ and 
‘‘ formidable’ might at any time present the law 
courts with puzzles for solution. The Infectious 
Disease (Notification) Act of 1889 was much more 
explicit. As is well known, Section 6 of that statute 
specifies the “infectious disease to which this Act 
applies.” The list consists of small-pox, cholera, 
diphtheria, membranous croup, erysipelas, scarlatina 
or scarlet fever, and typhus, typhoid, enteric, relapsing, 
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continued, or puerperal fevers, Additions can be made 
to the list locally on the resolution of the local authority 
with the approval of Whitehall. This list is definite 
enough, and it has been made to do duty for other 
purposes. It is adopted by the Infectious Disease 
(Prevention) Act of 1890 (which contains a similar 
provision for local extensions), the Public Health 
(London) Act of 1891, the Isolation Hospitals Act. of 
1893, and the Public Health Acts Amendment Act 
of 1907. Last year it was further applied, the specified 
‘infectious diseases ’’ in the 1889 Act being deemed 
‘dangerous infectious diseases ’’ within the meaning 
of certain provisions of the Public Health Act of 1925 
—i.e., the non-adoptive provisions of Sections 57 
(contact with dead body) and 58 (common lodging- 
houses); at the same time the Minister of Health was 
authorised by Parliament to enlarge this list of 
‘““dangerous infectious diseases’? by orders either 
general or local. 

From this survey of the field it will be seen that 
the weapons we possess for fighting infectious disease 
under the various Public Health Acts are of two kinds. 
On the one hand, there are powers which are available 
against the specific diseases mentioned in the 1889 
list (with any local extensions); on the other hand, 
there are powers for use generally against unnamed 
diseases. This situation gives rise to anomalies to 
which Dr. T. S. McINTOsH *! has usefully drawn atten- 
tion. Thus, plague was made notifiable under 
departmental order in 1900, and was dealt with by 
three sets of regulations in 1907 in relation to ships 
from foreign ports, coasting vessels, and ships outward 
bound. But plague is not mentioned in the list in 
the 1889 Act; it is, therefore, not within the 1890 
Act, unless by virtue of local application; conse- 
quently, the power of disinfecting bedding under the 
1890 Act will not apply to the flea-infested mattress 
on which a plague patient has been sleeping. Again, 
dysentery is notifiable by virtue of the Ministry of 
Health Regulations of 1919, but, as a matter of 
general law, it is not an infectious disease within the 
1907 Act ; so that anyone knowingly suffering there- 
from is not universally prohibited under Section 52 
of the 1907 Act from carrying on business and spread- 
ing the risk of infection. No doubt these anomalies 
are mitigated by the elastic system of departmental 
orders and regulations which substantially cover the 
field ; but its very elasticity has the drawback that 
practitioners are not always aware of the latest 
developments. The list of diseases made notifiable 
in England under departmental regulations is an 
ever-lengthening one: the regulations usually apply 
to the Infectious Disease (Notification) Act of 1889 and 
other enactments, but the language is by no means 
uniform. The list does not include infective jaundice 
and infantile paralysis, which are both notifiable in 
Scotland ; it no longer includes measles and German 
measles. which were added in 1915 but were removed 
after the war, though often made notifiable locally ; 
and it does not include venereal disease, concerning 
which we recently noted the interesting local provision 
in Section 68 of the Bradford Corporation Act of 
1925. But the list does include (as from the years 
mentioned in each case) plague (1900), tuberculosis 
and except in London (where they are notifiable under 
L.C.C. order of the same year) cerebro-spinal fever 
and acute poliomyelitis (1912), ophthalmia neonatorum 
(1914), acute encephalitis lethargica and acute 
polio-encephalitis (1918, made permanent in 1919), 
and malaria, dysentery and trench fever, acute 
primary pneumonia and acute influenzal pneumonia 
(1919). Is every practitioner, one wonders, aware 
that acute primary pneumonia is a notifiable disease ? 
When Parliament undertakes the revision and 
consolidation of public health legislation, there 
will be an opportunity to make all the weapons in 
the public health armoury available against all 
infectious diseases even though those weapons may 
be more effective and appropriate in some cases than 
in others. 


Law Relating to Infectious Diseases, Medical 
Feb, 20th, 1926, 
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Annotations. 


‘Ne quid nimis,”’ 


THE BIOCHEMICAL SOCIETY. 


THE Biochemical Society held its hundredth 
scientific meeting at University College, London, on 
Saturday last. Although celebrating a century, the 
Society is still in its teens, for it originated in January, 
1911, at the instance of Mr. J. A. Gardner and Prof. 
R. H. A. Plimmer. Moved by an announcement that 
an alien was to be invited to teach British workers 
how to apply chemistry to biological problems, these 
two biochemists had a conversation on the telephone 
which resulted in the despatch of 55 postcards to 
their countrymen already engaged in this field of 
work. A meeting resulted at which the 32 attenders 
determined to form a society, as they put it, “to 
promote intercourse among those biologists and 
chemists mutually interested and concerned in the 
investigation of problems common to biologists and 
chemists.”” From this small beginning, in spite of 
national and international upheaval, the Society has 
grown to a present membership of 485, of which 
one-tenth is in the British Dominions overseas. At 
a dinner held on the evening of March 13th to 
celebrate the occasion Sir F. Gowland Hopkins 
presided, and the salient facts in the history of the 
Society were related by Mr. Gardner and Prof. 
Plimmer, respectively treasurer and first secretary 
of the Society, and by Prof. A. Harden, editor of the 
Biochemical Journal. The debt owing to these 
pioneers in surmounting early difficulties was duly 
honoured by those present. Realising the importance 
of adequate publication, the original officers of the 
Society and their associates acquired the Biochemical 
Journal, at that time the property of the late Prof. 
Benjamin Moore, and were fortunate in securing as 
co-editors the services of the late Sir William Bayliss 
and of Prof. Harden. A circulation of about 500 
copies was at first the distant aim, but we learn that 
the number distributed now more than doubles this 
figure. The Society takes some pride in the fact that 
in spite of such heavy commitments its annual 
subscription remains below that of any similar 
society. The dinner concluded with an eloquent 
tribute paid by Prof. E. H. Starling, who took the 
chair at the scientific meeting, to Sir F. G. Hopkins’s 
leadership. Hopkins had, he said, excited the respect 
of fellow-scientists for a new branch of chemistry 
and was himself the founder of a great biochemical 
school at Cambridge. It remains to note that, 
among the papers read at the hundredth meeting, 
was a brilliant research on the chemistry of thyro- 
toxin by Dr. C. R. Harington. There is no doubt 
that a Society started with such happy augury, and 
. showing in its adolescence such signs of active 
growth, has yet further conquests to make. 


THE CHANCELLOR AND THE 
SURPLUSES. 


THE existence of continued large surpluses in the 
National Health Insurance Scheme has, as we antici- 
pated, led the Chancellor of the Exchequer to seek 
some relief for the taxpayer by reducing the Exchequer 
contribution towards the cost of benefits under the 
scheme. The Economy Bill, with its explanatory 
memorandum, proposes that the Exchequer contribu- 
tion, instead of being as at present two-ninths of the 
cost of benefits of men and women, should for the future 
be one-seventh in the case of men and one-fifth in the 
case of women. In the interpretation of fractions we 
confess to a sympathy with the writer—we think it 
was Mr. A. A. Milne—who said that when the price of 
his shares one day moved from 10% to 10 # it was 
a moot point whether they had, in fact, gone up or 
down. It becomes clear, on reading further into the 
memorandum, that in this case the movement of the 
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Exchequer fraction is a downward movement, and 
the Exchequer, we are given to understand, will 
contribute in future £2,800,000 less to the cost of 
benefits than it would have done under existing 
arrangements. The Royal Commission, in their report, 
found that, on a modification of the original actuarial 
calculations in connexion with national health 
insurance, it had become established that more 
money was being raised than was required to pay for 
the normal benefits. The Exchequer has now absorbed 
the available margin, so that no part of it can be 
applied to extensions of benefit. The cost of the 
extensions which the Commission has recommended 
and placed first in order of priority—the provision 
of specialist services, bedside consultations, and 
laboratory aids—can only be met, in the view of the 
Commission, by pooling one-half of the future surpluses 
of societies, which will be considerably diminished by 
the withdrawal under the Economy Bill of part of the 
Exchequer contribution. We may expect to hear 
something on this subject in the near future from the 
approved societies. It is true that the money has 
accumulated owing to the amount of actual sickness 
being less than was allowed for by the actuaries who 
drew up the scheme in the first instance, but the 
surplus has been allotted in part, and was to be allotted 
in far larger measure, to relieve the minor forms of 
ill-health which, although they do not amount to 
scheduled illuess, actually sap the health of the 
nation. Any reduction of the Exchequer grant, 
although its effect may not be immediately felt, wilk 
limit the possibility of instituting dental and nursing 
services which are as essential to the insurance scheme 
as other benefits, and it would be lamentable if at 
the moment when the report of the Royal Commission 
has opened the eyes of many people to the more 
hopeful developments of health insurance the oppor- 
tunity should be lost. Rapacity is a necessary quality 
in a Chancellor of the Exchequer, but immediate 
economy is to be deplored when consequent waste in 
the future must result. 


MALARIA PROPHYLAXIS IN THE ROMAN 
CAMPAGNA. 


THE protection of 800 square miles of Roman 
Campagna against malaria suffered a set-back during 
the war, when quinine became expensive, when the 
young doctors who had learned to treat cases and see 
to quinine distribution were taken away for the army, 
as were the nurses who helped in prophylaxis, and 
when drainage schemes were stopped. Later, to grow 
the wheat the nation wanted, young workers, who 
knew nothing of quinine, were brought in,and Austrian 
prisoners who suspected quinine when offered. These 
refused to take it and suffered severely. Where enough 
was available and quinine was given in sufficient 
doses malarial prophylaxis by quinine justified itself, 
though it was much spoken against by people who 
complained that it had brought back malaria to the 
Campagna. This greatly vexed Signora Celli-Frantzel, 
who saw the life-work of her husband, Angelo Celli, 
being discredited, and, finding she could make no 
headway by articles or lectures, she took service as a 
Red Cross nurse at Maccarese, one of the worst spots 
in the Campagna. Here, taking 10 gr. of quinine a day 
herself, she set out to win the peasants back to the 
true faith, as she tells in the December number of the 
Archir fiir Schiffs- «u. Tropen-Hygiene. The peasants 
were ready enough to take quinine from her if they 
were ill, but avoided prophylaxis until one pernicious 
case died in 24 hours. Then some allowed themselves 
to be persuaded, and in a little, two-thirds were taking 
quinine. Finally, she converted even Prof. Grassi, 
hitherto unconvinced, on whose advice the King put 
her in charge of malaria prevention on one of his large 
estates. The next year the Ministry of Health gave 
her eight nurses, who visited the farms and saw the 
tablets swallowed. In three years at her centre 
807 protected persons had 24 (3 per cent.) attacks, but 
102 unprotected had 31 (30 per cent.); for the rest 
the attacks of the protected were trifling, none was 
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pernicious. Quinine prophylaxis requires, says Signora 
Celli, zeal, determination, and personal attention. 
The Italian Marine Corps controlled administration 
by urine examination. The Italian Artillery was 


notably free from malaria owing to the closeness with 
which men and officers were thrown together and the 
interest taken by the officers in seeing that their men 
took their little daily dose. 


THE OSLER MEDAL. 


THE photograph which we publish shows the 
obverse and reverse of the bronze medal which has 
been designed for the Committee of the Osler Memorial 
Fund by Mr. F. Bowcher. The Osler Memorial Fund 


THE OSLER MEDAL: 


was accepted by the University of Oxford last year 
together with a plaque by Mr. Vernon, of Paris. 
An account of the unveiling of the plaque by the 
Vice-Chancellor in the University museum 
June 10th, 1925, was published in THe LANCET, 

The Osler memorial bronze medal is to be awarded 
once in every five years to the Oxford medical graduate 
who shall, in the opinion of the Board of Awarders, 
have made the most valuable contribution to the 
science, art, or literature of medicine, and who has 
not previously received the medal. The residue « 
the income of the fund, after payment of all expenses 
in connexion with the medal, may be used the 
discretion of the members of the Board of Awarders 
resident in Oxford, in making grants from time to 
time to teachers in the Oxford Medical School, to 
enable them to pursue some special study connected 
with medicine outside the University. The first award 
of the medal was made on June 10th, 1925; the next 
will therefore be made in 1930. 


on 


at 


MENSTRUATION AND PAIN. 


WHEN the Victorian young lady took to her room 
and left word that she was ‘‘ unwell,’ she was not 
taking refuge in an empty euphemism. The monthly 
periods seem to have been a much more severe ordeal 
to her than they are to her grand-daughters, and she 
accepted malaise, headache, and more or less severe 
pain in the hypogastrium and back as part of the order 
of Nature. It is true that some gynecologists still 
teach that pain is the normal accompaniment of 
menstruation, but statistics show that only about 
70 per cent. of healthy modern women, such as public 
school girls and Civil Service candidates, experience it ; 


and certainly if women suffered as a sex what they are 
supposed to have suffered 50 years ago they could not 
have taken the large part they have in business and 
professional life. Nevertheless a fair number still 
find their periods a real handicap, and their sufferings 
have provoked the question, ‘‘ Why does a normal 
function cause pain?” The first reply is, of course, 
the counter-question, ‘Is it a normal function ? ” 
Prof. A. Pinard and others have maintained that the 
normal woman would never menstruate; Nature 
intended that from her first period onwards her sexual 
life should be a continuous series of pregnancies and 
lactations. The subject is discussed fully and with an 
exhaustive bibliography in the able monograph which 
Prof. V. Wallich has written for Prof. Ch. Richet’s 


OBVERSE AND REVERSE. 


monumental ‘ Dictionnaire de la Physiologie,’’ now 
in the press. This monograph has been printed and 
circulated separately, from the dictionary’s formes.’ 
Prof. Wallich points out that although the 
hemorrhage has naturally drawn both social and 
scientific attention to itself, to understand the real 
significance of the monthly cycle it essential to 
follow its variations through the whole mammalian 
species and to study the complex of symptoms, of 
which bleeding is only one and not an invariable one 
at that. The main fact is a periodical congestion of 
the female genital organs which marks the crest of 
their rhythmical activity and ceases when they take 
up their proper work of reproduction. Anatomical 
observation shows a profound modification of the 
mucosa uterina, the whole of which undergoes 
tumefaction and hyperplasia in order to fit it to receive 
and nourish the fertilised ovum. Simultaneously 
there is a psychic awakening that induces the female 
to seek the company of the male. This phenomenon 
of congestion occurs in all mammals and more 
intense in some than in others ; there is always some 
degree of hemorrhage, but this may take place only 
in the interstices and may never show itself in the 
uterine cavity or at the vulva at all. Prof. Wallich 
states that the bleeding is probably more profuse in 
the higher primates because their heavily-muscled and 
plexiform uterine wall locks the capillaries of the 
mucosa and prevents them from expanding properly 
at the time of congestion. They are fragile and rupture 
easily. In the horned uteri of the lower mammals 
the vessels have a bed of cellular tissue in which to 
expand, and any hemorrhage there may take the 
simple form of infiltration into the submucous layer. 
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It has been demonstrated beyond question that 
menstruation depends on ovarian function. It ceases 
altogether when the ovaries are removed, but the 
slightest trace of ovarian tissue left behind or ingrafted 
will cause the phenomenon to persist or return. Prof. 
Wallich concludes that every part of the ovary is 
concerned in producing the reaction and that no one 
part preponderates over the rest. Blood examination 
has shown that secretions are present at the menstrual 
crisis that are not found at any other time, and it is 
almost certain that, even in mammals subject to 
hemorrhage, the flow is not the only way in which 
these substances are excreted. The intensity of the 
menstrual changes varies with latitude and season ; 
the most favourable time for conception in our 
latitudes is the month of May. This probably corre- 
sponds with the general biological qnickening-up that 
all creatures experience at the end of winter, and has 
been shown to depend to some extent on the lowering 
of the lecithin content of the blood, which is raised in 
winter and which counteracts the secretion of the 
interstitial tissue of the ovaries. 

On this view menstruation is the compromise with 
Nature allowed to females who are not fertilised when 
they come on heat, and just so far is menstruation a 

‘natural’ process. The lives of many women show 
that the price is no very heavy one, and the psycho- 
logical factor in dysmenorrhcea may prove, when more 
is known about it, to play a major part. It is 
permissible to conjecture that the woman with painful 
periods is paying not only for her failure to conform 
to Nature’s law that she should conceive every time 
she menstruates, but also for her lack of adaptation to 
environment—physical, moral, and mental. The 
Victorian spinster suffered, not only because she did 
not have children, but also because she took no exercise 
and because she failed to make psychological terms 
with her sex. Modern women are more closely adapted 
to realities ; they are better ventilated, both in body 
and mind. 


MENTAL DEFICIENCY AND IMPRISONMENT. 


For the third time in little more than a year public 
attention has been invited to the fact that the full 
value of the Mental Deficiency Act is lost, the com- 
munity is injured, and the prison establishment is 
unfairly burdened because the Act contains the 
unfortunate requirement that the condition of mental 
defect must be shown to have existed from birth or 
early age. Twelve months ago the Prison Com- 
missioners pointed out this flaw in the working of 
the Act !; some months later the Committee on 
Sexual Offences recommended an amendment to 
remedy it *; and now the Prison Commissioners in 
their recently issued report for the year 1924-25 
have emphasised the same point again. The requisite 
proof of mental deficiency from birth or early age, 
they say, frequently cannot be given; if a parent or 
guardian chooses to make mis-statements on the 
subject when asked for information, it is difficult to 
controvert them. Medical officers can bring forward 
cases of unmistakable mental defect, yet they find it 
impossible to give a certificate in the absence of the 
required particulars of the patient’s early history. 
As in the case of insanity, so in the case of mental 
deficiency, it should be the patient’s present con- 
dition which should determine the issue of certification. 
Dr. G. B. Griffiths, the Medical Commissioner, in his 
contribution to the recent report, explains the signifi- 
cance of the wording of the Act as it now stands. 
In the past four years 985 mental defectives who 
had come in conflict with the law have been dealt 
with under Sections 8 and 9 of the 1913 Act and, 
instead of being sentenced to imprisonment, have 
been either certified and removed to institutions while 
undergoing sentence or else have been sent to a 
‘‘ place of safety’ pending the presentation of a 
petition on their discharge from prison. Thus nearly 
a thousand persons have been withdrawn from the 
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army of habitual offenders, and the gradual decrease 
in the numbers of our prison population and the 
general diminution in crime may be attributed in 
part to the segregation of these persons in institutions. 
But clearly there are still many mental defectives 
whom, because of the flaw in the Act, it is impossible 
to certify. Prison, says Dr. Griffiths, is no place for 
them since they are unfit for prison discipline, and 
a few weeks or months of imprisonment has no curative 
and possibly no deterrent effect upon them. 

The Commissioners’ report (as in previous years) 
makes the further suggestion that the Mental 
Deficiency Act might, with advantage to society, be 
extended to provide proper care and control for 
cases of subnormal mentality and mental instability. 
The medical officer of Brixton prison points out that 
cases of mild senile or other dementia are unprovided 
for; persons of this type commit trifling offences 
often because they are unable to earn a living. They 
are not certifiable as insane. yet are no longer able 
to look after themselves in our complicated social 
system. The medical officer at Holloway similarly 
mentions (as last year) the type of debilitated women 
who have become defective either through senility, 
alcohol, or their mode of life. They are not at present 
covered by the Act, yet are unfitted for employment, 
and on release from prison drift into the workhouse 
or else return to prison again. Two other interesting 
points from the medical officers’ reports may be 
mentioned. One is the reference to post-encephalitic 
delinquents at Brixton, cases resembling congenital 
defectives in their mental characteristics, apparently 
hopeless and likely to increase in number unless 
and until some sure method of curing or protecting 
against encephalitis lethargica is discovered. The 
other point is made by the medical officer of 
Birmingham prison, who boldly says that the 
whole question of the correct treatment of offenders 
is a purely psychological matter. No prison punish- 
ment, he remarks, can be inflicted without the 
medical officer’s concurrence. ‘“ It is but a short 
and logical step to the position that no sentence of 
imprisonment should be awarded, or any order of 
court made, without due attention being paid to 
the findings of an adequate medical examination.” 
Judicial comments upon this perfectly rational 
proposition would be entertaining. Mr. Justice 
Shearman has just been telling a jury in a criminal 
case that it is not for ‘‘ Harley-street”’ to decide 
questions of insanity. What will he say to 
the suggestion that ‘‘ Harley-street ’’ should pass 
sentence ? 


THE COUNTRY DOCTOR IN FRANCE. 


IN the Petit Journal Illustré (Paris) of March 7th M. 
Jean Lecoq has written an interesting article entitled 


Le Médecin de Campagne. After citing Balzac and 
the good Dr. Benassis, the friend of the poor who was 
always remembered by them in their morning and 
evening prayers and who accepted money from the 
rich only to buy with it medicaments for the poor, 
the author next quotes Flotow in the old and favourite 
comic opera, ‘‘ L’Ombre,’”’ where the jolly médecin 
de campagne always seasons his treatment with a 
happy couplet, so that as soon as the sound of the 
neck-bell of his mare is heard, ‘‘ le malade sourit, et 
bien souvent guérit,’”’ which agrees with the opinion 
of Moliére that ‘* lorsque le médecin fait rire le malade, 
c’est le meilleur signe du monde.” He then cites 
Humbert de Romans, an authority in his time, and 
the rules he laid down for his disciples to follow in 
their medical treatment, but which dealt more with 
their habits, deportment, table manners, and light 
conversation. His counsel was that ‘‘ as you probably 
won’t be able to diagnose the complaint, tell the patient 
that he has obstruction of the liver, and when he 
replies ‘ No, master, it is in the head that I suffer,’ 
reply quickly, ‘ Ah, that comes from the liver.’”’ Also, 
he suggested, “‘ make good use of the word ‘ obstruction ’ 
as they won’t know what it means and they shouldn’t 
know.” France to-day, says M. Lecoq, contains 
about 21,000 doctors, a figure which is a little surprising, 
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for it implies considerable scarcity of medical service 
in some districts. For it must be remembered that 
the large class of officiers de santé, abolished in 1892, 
is very nearly extinct, something under 500 names 
only now remaining on the official list. In the time of 
Louis-Philippe, that is to say, about 80 years ago, 
there were less than 8000 doctors and many districts 
were totally deprived of them. At the time of the 
Franco-German war, in 1870, France had 14,000 
doctors, showing a rise in the numbers which had no 
relation to increase of population. On the eve of the 
recent war there were 20,000 qualified medical men in 
France, and complaints of the overcrowding of the 
profession were heard, but, of course, chiefly in the 
towns. In Paris to-day there is one doctor for fewer 
than 900 inhabitants, which is much the proportion 
that prevails in this country save in particular centres. 
But certain departments have not enough doctors to 
deal with disease in modern manner, allowing that 
conditions of life in the mountainous districts will 
always be difficult, as they still are difficult with us in 
Scotland, despite special legislation to meet the needs 
of the Highlands and Islands. 

‘How many doctors,” asks M. Lecoa, “ have 
vegetated in the Paris suburbs who might have had 
a larger and happier life in the country if they had 
not allowed themselves to be caught by the bait of the 
large town with its often illusory promise of fortune 
and glory.’”’” And he proceeds to point out that 
conditions of country life are now different, ‘‘ for no 
longer does the doctor’s old nag joggle the life out of 
him and restrict his range of visits ; his little motor-car 
takes him at his ease for miles and, moreover, the 
country populations are now more prosperous and 
can pay better. They no longer consult first the 
bone-setter and the ‘ old wife’ who knew how to set 
the saints to work and which saints to appeal to for 
such and such complaints.” Cherville, in his book 
‘* Village Studies,’’ depicts the wrath of a peasant 
who was asked by the doctor three francs for five 
minutes’ advice, a sum which was as much as he 
gained the whole day guiding the plough. He ought 
to have had a quarter of an hour at least, he 
thought; but nowadays, says M. Lecoq, the peasant 
understands that time does not enter into the matter 
like that, and that science has its value and should be 
paid for. In short, with more general well-being, more 
light has entered the rural world, which is so much the 
better for the country sick and the country doctor. 
M. Lecoq’s peroration is: ‘‘ Thy profession, good 
doctor, was for centuries hard and profitless, but the 
future will be better than the past. Be. like thy 
predecessors, the curer of the body and the consoler 
of the spirit, following the resolution expressed by the 
poet, Francois Fabié, in beautiful lines which thou 
didst inspire : 

* Sauve, le plus que tu pourras, 
De la Faucheuse aux maigres bras 
Le paysan qui plante et séme, 
Jusqu’a l’heure of tu t’en iras 
Sans regret la trouver toi-méme.’ ”’ 


THE HUMAN FACTOR IN ACCIDENT 
CAUSATION. 

A REPORT has just been issued! by the Industrial 
Fatigue Research Board which may frighten off many 
readers on account of its statistical appearance ; 
nevertheless, it contains much of great interest. 
Some years ago the Board published an investigation 
by M. Greenwood and H. M. Woods? in which an 
effort was made to measure the influence of the 
personal factor upon accident causation. This 
investigation was confessedly only a preliminary one. 
The report now issued attacks the problems again, 
making use of new and more extensive data. Over 


1A Contribution to the Study of the Human Factor in the 


Causation of Accidents. By E. M. Newbold, Industrial Fatigue 
Research Board. H.M, Stationery Office, 1926. Report No. 34. 
58. 

? Greenwood, M., and Woods, H. M. (1919): The Incidence 
of Industrial Accidents upon Individuals, with Special Reference 
to Multiple Accidents, Industrial Fatigue Research Board. Report 
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16,000 minor accidents which occurred in a variety 
of factories are submitted to careful statistical analysis. 
The writer, Miss E. M. Newbold, appears at times to 
be over-cautious in drawing her deductions. Suffice 
it to say that the conclusions arrived at in every way 
substantiate those of previous inquiry. The average 
number of accidents is found to be influenced by a 
comparatively small number of multiple accident 
people, individuals with an innate tendency to sustain 
accidents. Nevertheless, on the whole the people with 
most accidents have usually been a shorter time in 
factory employment. Possibly those predisposed to 
accidents become naturally eliminated. The chance 
of an accident occurring appears to differ for each 
person, even though employed on the same work. 
A useful table is given from which an answer can 
quickly be obtained to the question whether the 
accidents in any department are due mainly to the 
accident risk associated with the work, or to the 
presence of a few people who have many accidents ; the 
method of using the table is explained. Experience 
is an important factor, and the level of the accident 
rate varies inversely with the experience of the 
workers, but even after allowance is made for this, 
a definite tendency is found for younger workers to 
have more accidents than older ones. This tendency 
helps to explain why sudden rises in accident-rates are 
associated with increased trade. due to the engagement 
of young as well as green labour. A curious fact 
emerges that the accident-rate and the death-rate 
with respect to age are opposed ; whereas the former 
falls with age, the latter rises. The accident death- 
rate rises, due to increased *‘ tendency to die ’’ among 
older people, rather than to any increased ‘“‘ tendency 
to have accidents.’”’ The same fact holds true for 
illness—viz., the average duration of any single case 
increases with age. Another interesting point is the 
evidence found that the number of accidents an 
individual has is positively associated with the number 
of times he falls sick. So that in the saying ‘*‘ what is 
the matter with the sick is their tendency to be sick,”’ 
the word ‘ sick ’’ must be held to include a tendency 
to accidents. Many attendances at factory ambulance 
rooms are on account of accidents which take place 
away from the works. Examination of these records 
brings out the fact that the same people who are 
unfortunate in the factory seem also to be unfortunate 
at home, and that there really are some people in 
whose hands knives and plates are not safe. The 
importance of the personal factor in accident causation 
is difficult to exaggerate, since over 80 per cent. of 
all accidents have no mechanical origin, and not: more 
than 5 per cent. can be attributed to factors outside 
human control. What holds good for accidents taking 
place within the factory walls is presumably also 
true for the occurrences of ordinary life, but these 
latter do not lend themselves to careful investigation. 
Moreover, the association between sickness and 
accidents is significant. How few of us appreciate 
that when we sustain some slight injury we are really 
not quite fit, and that such incidents as multiple 
losses of property, such as leaving an umbrella in the 
train, have the same meaning. While congratulating 
Miss Newbold on the way in which she has overcome 
the difficulties inevitable to such an intricate investiga- 
tion, we are glad to learn that the whole subject is 
being further investigated, particularly to ascertain 
how far a tendency to sustain minor accidents may be 
taken as a criterion to succumb to major accidents. 


MEDICAL AND DENTAL REGISTERS. 

WE have just received copies of the Medical and 
Dental Registers for 1926 and of the Medical and 
Dental Students’ Register for the corresponding 
period. The total number of persons registered under 
the Medical Acts from the beginning of registration 
in 1858 up to Jan. Ist, 1926, is 98,398, and 52,531 are 
said to remain on the Register as made up on the last 
day of 1925. These are 2673 more than in the 1925 
Register, distributed over the three sections into 
which the Register is still divided, although some of 
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this increase may be illusory, for an error seems to 
have crept into the number in the Foreign List as 
given in Table D, where the total of 232 is 121 in 
excess of the 111 names given in the 1925 table, 
although only 8 names have been added by 
registration. These two figures have, it seems, 
inadvertently been added together, and the number 
should therefore, in accordance with our calculations, 
be reduced by 111. The same oversight seems to 
have affected a figure of 3243 given in the same table 
for the Colonial List. From a study of Table E we 
deduce the total number of registered persons as 
50,035 on Jan. Ist, 1925, and 51,737 on Jan. Ist, 1926, 
an increase of 1702 names. The excess of numbers in 
any year over the previous is, of course, due to a 
balance between the number added by registration and 
the number removed. The numbers added by registra- 
tion are given in Table E as 1246 for England, 736 for 
Scotland, 406 for Ireland, 173 for Colonial, and 8 for 
Foreign, while, of the 947 names removed, 794 were 
removed on evidence of death, 1 on ceasing to 
practise, 146 under Section XIV., and 6 under 
Sections XXVIII.-IX. of the Medical Act. We 
learn that 1602 copies of this Medical Register have 
been printed, 872 of which have been earmarked for 
medical practitioners registered in 1925, of which it is 
curious to note the expectation that 472 will be 
claimed by Scottish practitioners. The number of 
copies available for sale is 400, an edition which is 
likely to melt away under the demand due to the 
present interest in the General Medical Council and 
its doings. The only substantial addition to the 
contents of the book is a reprint of the Medical Act, 
1925 (Irish Free State), passed on Feb. 21st, 1925, to 
continue in force for one year only from that date. 
The Register contains, as everyone knows, the full 
text of all the Medical Acts from the first Act of 
1858, the names of members of the Council, and copies 
of the warning notices issued to registered persons 
whether medical men or dentists. We cannot help 
regretting that the admirable memorandum written 
by the Registrar of the Council on the constitution, 
functions, and procedure of the Council has not been 
included in the volume. The Dentists Register 
contains 14,199 names, of which 14,111 are United 
Kingdom dentists, and of these 5841 possess licences 
or degrees in dentistry. There is an increase of 381 
names on the 1925 Register; during the year 
1925, 546 names were removed, 115 on evidence of 
death and 425 under Section 7 of the Dentists Act, 
1921; and 400 names were restored, mostly under the 
same section. This Register contains no important 
additions in the text, apart from the revised list, and 
enclosed with it as usual is the list of bodies corporate 
carrying on the business of dentistry and the names 
of the directors of these bodies. The lists of medical 
and dental students registered during the year 1925 
contain the names of 1070 medical students and 
191 dental students, being respectively 27 more and 
9 less than the corresponding figures last year. 
All these three volumes are published for the General 
Medical Council or the Dental Board by Constable 
and Co., Ltd., the prices being respectively 21s., 
12s., and 7s. 6d. 





DONATIONS AND BEQUESTS.—Among other bequests 
the late Mr. Warley Pickering, of Hutton Hall, Guisborough, 
Yorks, left £1500 to the North Riding Infirmary, Middles- 
brough, and £1500 to the North Ormesby Hospital, Middles- 
brough.—Mr. William Alfred Sammes, Windsor, who left 
£23,888, after various bequests amounting to £2000, left 
the residue of his property between St. Andrew’s Hospital, 
Clewer, St. John’s Home, Clewer, and King Edward VII. 
Hospital, Windsor.—Miss Laura Lushington, of Reading, 
Berks, left £100 to the Samaritan Fund of Guy’s Hospital. 
—Mrs. Elizabeth Crawford-Hayes, Clarges-street, Mayfair, 
W., widow of Dr. Thomas Crawford-Hayes, left the residue 
of her property to King’s College Hospital, London, for 
Crawford-Hayes beds. The amount available for this 
purpose will be about £19,000.—Miss Amelia Broadbent, 
of Buxton, left £2000 in trust for her cousins for life, and 
then £1000 to the Manchester Royal Infirmary and 
£500 each to St. Mary’s Hospital, Manchester, and Ancoats 
Hospital and Dispensary. 








Modern Technique in Treatment. 


A Series of Special Articles, contributed by invitation, 
on the Treatment of Medical and Surgical Conditions. 


CLXV.—ACUTE EMPYEMA IN CHILDREN. 

Success in the handling of a child’s empyema 
depends in no small measure upon early diagnosis. 
Speedy detection of the pus and prompt application 
of requisite treatment minimise the risk to life and 
promote the early and complete re-expansion of the 
lung, which is essential to the obliteration of the 
cavity and the final cure of the disease. Fatalities, 
unhealed sinuses, and chest deformities—‘‘ chronic 
empyemata ’’—are the penalties more often of casual 
clinical observation than of ineffectual treatment. 
Before deciding upon what treatment is applicable 
to any individual case, it is necessary to appreciate 
the type and virulence of the abscess and its precise 
significance in the general clinical picture. In every 
empyema evacuation of the pus from the pleural 
cavity is urgently called for, but the way in which 
this is done may make all the difference between 
success and failure; one routine treatment for all 
cases—e.g., opening the chest and inserting a 
drainage-tube—while it may cure many, will certainly 
prove unavailing in some. When the exploring needle 
has confirmed the presence of pus, the following points 
must be carefully considered before deciding upon 
the wisest method of evacuation: (1) The age of the 
child. (2) The size and situation of the empyema. 
(3) The general condition of the patient, especially 
as to whether we are dealing with an empyema which 
is: (a) synpneumonic (Cameron and Osman !)—i.e., 
coexisting with an active pneumonia; (6) metastatic 
—i.e., a local manifestation of, or metastasis from, 
some distant focus, the child being gravely ill from 
the generalised infection ; (c) metapneumonice. 

The primary object is to save the child’s life and 
in many cases—notably in infants and in the syn- 
pneumonic and metastatic types—immediate thora- 
cotomy is attended with grave risk. Fortunately, 
in these cases the exudate is often conveniently thin 
and aspiration mechanically simple. 

For evacuating an empyema the following methods 
are available: (1) Aspiration: (a) intermittent ; 
(6) continuous. (2) Thoracotomy—with or without 
resection of rib and followed by: (a) closure of the 
opening; (b) with drainage either ‘“ closed” or 
*open.”’ (3) A combination of (1) and (2). 


Intermittent Aspiration. 

Potain’s apparatus is commonly employed. The 
needle or trocar of the aspirator is introduced along 
the tract of the original exploring needle. The chest 
wall should be locally infiltrated with 4 per cent. 
novocaine, or, better still, the child anzsthetised 
with N,O and oxygen. The pleural cavity is emptied 
as completely as possible, the needle withdrawn, 
and the puncture sealed. The aspiration is repeated 
as necessary. This simple procedure may suffice 
where the chest contents are merely turbid serum, 
but where the empyema is frankly purulent it is 
very unlikely that all the pus and debris will be 
really evacuated from the cavity even by repeated 
aspirations of this type; and though the case may 
recover, it is almost certain that some deficiency 
of expansion and chest deformity will remain. Never- 
theless, it may be of life-saving value as an adjunct to 
treatment in certain cases. In very large empyemata 
—where there is considerable cardiac displacement 
and the child’s respiration is seriously embarrassed— 
it is always wise to aspirate by this method a quantity 
of the pus 12 to 24 hours before proceeding to thoraco- 
tomy. The operative risk in such cases is thereby 
sensibly diminished. In bilateral empyemata, in the 
synpneumonic or metastatic type of case, where an 
immediate thoracotomy is dangerous,timely aspirations 
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may tide over the acute phase, a successful operation 
being performed later. 
Continuous Aspiration. 

In this procedure the aim is to evacuate the 
empyema gradually by continuous suction drainage, 
and to keep the cavity empty until the lung has fully 
expanded and the discharge has ceased. The method 
advocated by F. J. Poynton and F. N. Reynolds is: 

The child is anezsthetised. A nick is made in the skin 
and a special trocar and cannula (size 10 English catheter 
gauge) is introduced into the empyema cavity. The cannula 
is fitted with lateral flanges bearing slits for tape, as in the 
case of a tracheotomy tube. This enables the instrument 
to be tied comfortably to the chest wall. If necessary this 
fixation can be reinforced by strips of strapping. The 
trocar is withdrawn, and rubber tubing stretched upon an 
introducing rod is passed through the tube of the cannula 
into the chest. The tubing should project just beyond the 
cannula and must be of such a bore (No. 9 rubber catheter) 
that when the introducer is withdrawn it expands to fit 
the cannula in a perfectly airtight manner. Any misfitting 
of these two tubes will defeat the subsequent procedure. 
The rubber tubing is now connected up with a suction 
pump and receiving bottle. The continuous “ water drip’ 
suprapubic pump, designed 20 years ago by E. White, 
a an of St. Thomas’s Hospital (Allen and 

fanburys) answers admirably. The contents of the 

empyema are slowly evacuated into the receiving bottle. 
The apparatus requires supervision and occasional adjust- 
ment to prevent kinking or blocking by flakes of lymph, but 
works efficiently in suitable cases. 

This method has a wider scope than the intermittent 
form of aspiration,in thatit may be used alone through- 
out in some cases, and has been shown to really 
drain the empyema thoroughly. It has the great 
advantage of requiring only a very simple operative 
procedure and of obviating the necessity of after 
dressings. The comfort of these children whose 
empyemata are undergoing gradual transference to 
a bottle by their bedside is remarkable. The dis- 
advantages are mainly technical. The requisite 
supervision of the apparatus has been mentioned. 
Where the pus is thick and fibrinous masses are 
present the aspiration will be unsatisfactory and 
should not be attempted except to tide over a crisis 
in bad cases. But the main difficulty comes in 
deciding when the drainage may be discontinued. 
In successful cases in seven to ten days the discharge 
becomes serous, the expansion of the chest and the 
air entry into the lung approximate to normal, and 
the tube may be withdrawn, and a dry dressing 
applied to the puncture. In other cases the indica- 
tions are less clear and withdrawal of the tube may be 
followed by a disappointing re-collection. In practice 
the method is valuable when a major operation is 
undesirable, as in infants under 2 years. 

Thoracotomy. 

The majority of empyemata in childhood, at any 
rate after the first two years of life, are of the meta- 
pneumonic type—i.e., they are residual abscesses 
remaining as the unfortunate legacy of a quiescent 
pneumonia. The pus is thick; fibrinous clots have 
separated out and enmeshed leucocytes and organisms 
in great numbers, and then settled to rest at the base 
of the cavity and on the surface of the visceral and 
parietal pleura, which is greatly thickened and 
‘** felted ’’ in consequence. Possibly adhesions have 
formed and loculi of pus have become shut off 
from the general abscess cayity. The only satis- 
factory treatment is to open the cavity freely and 
evacuate and cleanse it completely. A preliminary 
aspiration, 12 hours or so before operation, is advisable 
where the empyema is of large size, with cardiac dis- 
placement and respiratory embarrassment, or where 
the child’s condition appears at all desperate. 

The steps in the operation of thoracotomy are: 

Anesthetic.—Warm ether and oxygen is the wisest ahzes- 
thetic for these cases. In the absence of active pneumonia 
there is no risk provided the ether vapour is warmed. 

Position.—The child is turned on its face and then tilted 
so as to bring the affected side uppermost; this position 
is stabilised by flexing the leg of the same side and placing 
a suitable pillow or sandbag along the front of the chest. 

Operation.—The site usually chosen for opening the chest 
js the posterior axillary line about the level of the eighth or 





ninth rib. The exploring needle will usually have with- 
drawn the pus at about this point. In cases where an apical 
or interlobar empyema has to be negotiated, the 
site must be varied accordingly. In such cases it is always 
wise to explore with a needle and syringe first, and then 
to follow the needle track carefully in making the incision. 

A segment of rib of sufficient length to permit easy 
exploration and toilet of the empyema cavity should always 
be resected. A simple intercostal incision should only be 
made where the conditions preclude a more thorough opera- 
tion. The skin and muscles overlying the selected rib being 
fixed with the left hand, an incision of about 3 inches is made 
straight down to the rib. Bleeding vessels are ligatured and 
the skin closed off. The rib is then isolated by stripping the 
periosteum all round the bone, and the -required length of 
bone is resected. The intercostal vessels and nerve are 
stripped away with the periosteum and are not likely to be 
injured. The parietal pleura is now incised and the opening 
gradually enlarged with sinus forceps. The pus should be 
let out slowly and sucking in of air should be prevented as 
far as possible by keeping the opening covered by gauze packs. 
Coughing and laboured respiration, common at this stage, 
render such protection additionally necessary. The liquid 
pus having been evacuated the operator proceeds to remove 
all fibrinous masses and to cleanse the pleural cavity. Any 
adhesions are gently broken down with the finger and any 
shut-off loculi of pus opened up. Long curved dressing 
forceps carrying suitable lengths of gauze serve admirably 
to clean the fibrinous deposits from the walls of the cavity. 
Usually, as the visceral pleura is cleared, the lung expands 
towards the chest wall, and when this occurs the 
outlook is good. The drainage-tube inserted should be 
large (18-20) and should only just enter the pleural cavity. 
If possible the parietal pleura should be carefully sutured 
around it. Finally, the muscles of the chest wall are brought 
together by one or two catgut stitches and the skin edges 
closed around the tube by interrupted stitches of silkworm 
gut. Closure of the wound without drainage is not to be 
recommended ; it usually fails. 


chosen 


Post-operative Treatment. 

The further disposition of the drainage-tube has 
to be decided on. We may cut the tube short, put 
a safety-pin throvgh it and put on the dressing 
the ‘“‘ open’? method. Frequent change of dressings 
are required which are trying to the child. Exposure 
of the open tube leads to coughing, discomfort, and 
sucking in of air; a device to avoid this (suggested by 
W. H. C. Romanis) is to clamp the tube with a small 
pair of artery forceps. At each dressing these are 
released. The accumulated pus is allowed to run 
out and the clamp reapplied and incorporated in 
the dressing. Perhaps the best method of all is to 
leave the tube long and to lead it away below the 
surface of some antiseptic fluid in a sterile basin beneath 
the patient’s bed. A syphon action is started, which 
will keep the discharge constantly flowing into the 
basin. This, which we may term the “ closed ”’ 
method, adds greatly to the child’s comfort. Dressings 
must be carried out with the most rigid precautions 
as to surgical cleanliness. Secondary infection, so 
easily introduced, yet working its havoc so stealthily, 
is seldom blamed for a disappointing end-result, 
but is often responsible therefor. Tube drainage 
should be discontinued as soon as possible, indication 
for discontinuance being a thin, serous, and scanty 
discharge with normal temperature and good air entry. 

Every effort must be made to promote the early 
expansion of the lung. Within three days of the 
operation the child should take deep breaths while the 
sound lung is compressed with the hand. Later 
the sound side of the chest may be strapped. Once 
the tube is out the child should be encouraged to lie 
on the good side and deep breathing exercises should 
be continued. Woulfe’s bottles charged with attrac 
tively coloured fluids are usually employed with the 
object of encouraging expansion. 

These cases should be nursed in the open air if 
possible. Convalescence should be completed by a 
stay in the country or at the sea, and graduated 
physical exercises maintained to complete the restora- 
tion of respiratory function. The standard of final cure 
should be a full degree of chest expansion as compared 
with the sound side and no thoracic or spinal deformity. 


T. TWISTINGTON Hicerns, F.R.C.S. Eng., 
Surgeon, Hospital for Sick Children, Great 
Ormond-street. 
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Special Articles. 


ACTIVE 


IMMUNISATION 
DIPHTHERIA. 
THE PRESENT POSITION. 

By R. A. O'BRIEN, C.B.E., M.D. MELB. 


(From the Wellcome Physiological Research Laboratories, 
Beckenham, Kent.) 


AGAINST 


For the modern history of active immunisation in 
man we need not go further back than to Theobald 
Smith’s suggestion (1909) that mixtures of toxin and 
antitoxin should be used for the immunisation of 
human beings. The first attempt to immunise 
considerable numbers of human beings was made 
by von Behring who examined various combinations 
of diphtheria bacilli, toxin, and antitoxin; the 
method settled down (1913) into the one that has 
been in general use until recently in Austria and 
Germany. Broadly speaking, this consisted in the 
use of an under-neutralised mixture of toxin and 
antitoxin—i.e., one in which there is slightly more 
toxin present than can be neutralised by the quantity 
of antitoxin. The mixture is therefore toxic to 
animals. 


v. Behring’s Mixtures. 


With regard to von Behring’s mixtures, Dr. van 
Boeckel (1924) in his report to the League of Nations 
writes :— 

** We do not know the exact composition of von Behring’s 
T.A. mixtures. The fact that they are administered intra- 
dermally is not calculated to simplify the technique, which 
is rendered still more complicated by the fact that the 
proper sensitising dose has to be discovered before the 
vaccinating dose can be administered.”’ 


This method seemed to be rather difficult to carry 
out in practice and is falling into disuse in its original 
home where American mixtures and practice have 
recently begun to attract attention. 

A new and brilliant chapter was opened by Park 
and co-workers in New York in 1913. They first 
used a mixture of toxin and antitoxin containing 
in le.cm. 3 L+ doses of toxin, under-neutralised 
to such an extent that doses of from lc.cm. to 
5c.cm. produced paralysis or death in guinea-pigs. 
Within the past few years, Park has replaced his 
original mixture by a second toxin antitoxin containing 
in 1 c.cm. only 0-1 L+ dose of toxin, though in each 
cubic centimetre of this mixture the same amount of 
toxin is left unneutralised as in the original 3 L+ 
mixture. This second mixture was tested on man in 
parallel with the original one and gave fewer local 
reactions, whereas its immunising power was probably 
better. It is now in routine use in New York and 
most of the United States of America. 

The two American accidents in active immunisation 
occurred apparently with preparations similar to 
Park’s original mixture. It is now possible to make 
some statement about the first of these accidents, that 
at Dallas, the cause of which is clearly understood. 
A certain volume of toxin added to a certain volume of 
antitoxin may give a neutral mixture—i.e., one that 
is harmless to guinea-pigs when injected. But if the 
toxin be divided into two portions, the first of which 
is added and thoroughly mixed with the antitoxin, 
while the second portion is added subsequently, a toxic 
mixture may result. This is the well-known Danysz 
phenomenon. The original tests of the mixture used 
at Dallas had been carried out thoroughly and were 
apparently completely satisfactory. Owing to an 
unfortunate mistake the applicability of the Danysz 
phenomenon to the mixture in question, when, after 
the first tests the proportions of toxin and antitoxin 
had to be adjusted, was overlooked, and a toxic 
mixture resulted. The second of these accidents 
(Concord, 1924) was caused by the accidental exposure 








of a mixture to intense cold for several days, when 
sufficient toxin was released to cause severe reactions 
in several dozen children. There were, fortunately, 
no deaths. The explanation of this phenomenon has 
been given by Glenny and co-workers (1925) in this 
country. Now that this risk is recognised it is very 
unlikely that this same mishap will again occur. 
A very large number—probably several hundred 
thousand—injections of these American mixtures 
have been given with complete safety except in the 
two well-understood instances mentioned, and with 
excellent immunising efficiency. 

With regard to the Vienna (Baden) accident 
(THE LANCET, Oct. 3rd, 1925, p. 713), it has apparently 
been impossible to obtain for examination in England 
a specimen of the mixtures used, so that no close 
comparison of the Vienna lethal preparation with 
the American or English mixtures has been possible. 
It is not easy to deduce from the published account 
by Helmreich (1925) exactly how the mixture was 
constituted, although it is clearly stated that it was 
made of toxin and antitoxin. Presumably the aim was 
to produce a mixture similar to those used by Park. 
If, as is suggested, a non-toxic mixture of toxin and 
antitoxin dissociated under ordinary conditions of 
storage and became toxic, this phenomenon has not 
been met with in the very extensive experience of 
American and English workers. 


Detoxicated Toxin. 

The next development in the history of immunisa- 
tion was the use (without antitoxin) of toxin which 
had been so treated as to deprive it of most or all of 
its original toxicity while leaving its immunising 
power still high. In this “ toxoid” class come the 
aged toxin, &c., used by Park (1923), the formalinised 
“toxoid’’ made by Glenny and Hopkins (1923), 
and used by O’Brien and co-workers in England, and 
the formalinised ‘‘ toxoid’ or “ anatoxin’”’ used by 
Ramon and colleagues (1924) in Paris. 

Theoretically, preparations of this toxoid class 
should be preferable to Park’s first or second mixtures, 
for they can be made completely atoxic to the 
guinea-pig and they are free from the additional 
complication of having antitoxic serum present. 
These toxoids are being tried cautiously in the three 
countries mentioned; it is possible that they will 
eventually entirely replace the other prophylactic 
preparations, but it is too early yet to predict this 
with any certainty. The immunising power of toxoid 
is high, but it is apparently rather liable to cause 
reactions when injected. The concentrated toxoid 
preparations of Watson and Glenny (1924) may be 
added to this class; thuugh they produce a high 
immunity in animals and are atoxic, they have not 
yet been used in human practice to any large extent. 

Another class of prophylactic is represented by the 
toxoid antitoxin mixtures made and used widely in 
England. Glenny and co-workers (1924) discovered 
that if one makes a toxin non-toxic by treatment 
with formalin—a preparation which has high immunis- 
ing power—and adds a certain volume of antitoxin 
to the toxoid, the immunising power of the toxoid 
is not materially reduced. A typical mixture of the 
kind would contain in le.cm. about 0-lc¢.cm. of 
‘‘toxoid’’ made by formalinising toxin with an 
original minimum lethal dose of between 0-002 c.cm. 
to 0-001 c.em. until the lethal dose was reduced to 
about one-hundredth of its former value or, better, 
to the stage where 5 c.cm. produced no symptoms in 
guinea-pigs. In addition to the toxoid, the mixture 
contains a quantity of antitoxin varying from 25 
to 50 per cent. of the amount corresponding to 
the original neutralising value of the toxin. The 
mixture which gives the best immunity index is the 
one chosen for use. This combination is non-toxic 
to guinea-pigs but gives excellent immunising results 
in these animals and is apparently a ‘‘ safe ’’ mixture. 
Many thousands of doses have been given during the 
past two years. Even four or five years ago, when 
the first toxin antitoxin mixtures of the American 
type were used in England, the standard of toxicity 
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adopted was below that permitted by the official 
Washington regulations. These latter allow the use 
of mixtures of which 1 c¢.cm. will produce paralysis 
in all the animals injected and death in a small 
number. 

It was found by the aid of the Glenny-Allen (1923) 
‘immunity index ”’ that it was possible to prepare 
toxin antitoxin mixtures of such low toxicity that 
lc.cm. did not produce paralysis or death, while 
a dose of 5¢.cm. would cause paralysis or death in 
either none or at most a small percentage of the 
guinea-pigs injected, and yet would rapidly produce 
immunity. Most of the published work in England 
was apparently done either with mixtures of this 
type or of the toxoid antitoxin type previously 
mentioned. These latter preparations appear to have 
a double margin of safety. They contain toxoid 
mixed with a quantity of antitoxin and thereafter 
diluted ten times. The toxoid is itself almost or 
completely devoid of toxicity. This change from toxin 
to toxoid is apparently an irreversible one, for in all the 
intense study of this field by various workers during 
the past few years there has arisen no evidence 
suggesting that toxoid in this condition can revert 
to toxin. Even if this very unlikely change took 
place and some of the toxoid were reconverted to 
toxin, the mixture contains sufficient antitoxin to 
neutralise a large amount of toxin. 


Lines of Future Progress. 

With regard to possible progress in the future, the 
main effort is being directed along three lines. The 
first is to provide active immunisation for children 
of pre-school age who are likely to be exposed to 
diphtheria. Most of the work hitherto has been 
carried out with children aged 6 and upwards, but 
a great deal of diphtheria occurs in younger children. 
The second is to increase the immunising efficiency 
of the prophylactic so that one could obtain the same 
efficiency of immunisation with two injections or 
even one, which one now obtains with three. Along 
these lines progress must be slow. It is easy to make 
immunising mixtures of very high efficiency in the 
laboratory. Thus Glenny and co-workers have 
described a preparation which will make animals 
negative to the Schick test in 12 days, but the 
transfer of such work to human practice must be 
slow, for the greatest caution is necessary. The other 
effort is to shorten the number of tests and injections 
by combining them. Park is directing effort to a 
mixture which when injected will indicate the response 
to the Schick test and at the same time will act as an 
immunising agent. 

In England there are at present (1926) being tried 
mixtures which will, when injected intracutaneously 
into animals, produce a Schick test reaction, and at the 
same time supply an efficient immunising stimulus. 
One can thus, when each immunising intradermic 
injection is given, get an indication of the condition of 
the patient and know exactly when to cease the 
injections. 

References.—Glenny, A. T., Allen, K., and Hopkins, B. E. : 
Brit. Jour. Exper. Path., 1923, iv., 19. Glenny and Hopkins : 
Ibid., 1923, iv., 283. Watson, A. F., and Wallace, U.: Jour. 
Path. and Bact., 1924, xxvii., 288. Glenny, Hopkins, and Pope, 
Cc. G.: Ibid., 1924, xxvii., 261. Glenny, Pope, C. G., Wadding- 
ton, H., and Wallace: Ibid., 1925, xxviii., 473 (Immunological 


Note xiii.). Glenny, A. T., and Waddington, H.: Jour. Path. 
and Bact., 1926, xxix., 118 


MANCHESTER Hospirats.—The deficit on the St. 
Mary’s Hospital, which treated 17,291 patients last year, 
amounted to £1123. To make room for extra beds at the 
Whitworth-street West Hospital a house in Victoria Park will 
be made into a nurses’ home, and the number of beds at 
the High-street Hospital is also to be increased.—The 
Manchester and Salford Hospital for Skin Diseases treated 
12,230 out-patients and 402 in-patients. The ordinary 
income was £9227 and the expenditure £9459. A new wing 
with a department for artificial sunlight, accommodation for 
nurses, and seven more beds was begun in September. 
The cost will be £14,500, of which £11,225 has been received. 
Local authorities have extended travelling facilities to 
allow patients to take advantage of the hospital’s treatment. 





NORTHUMBRIAN SURGERY. 


INTERNATIONAL congresses have done 
standardise the teaching and practice of scientific 
surgery throughout the civilised world: it is these 
meetings with the subsequent reports of their proceed- 
ings which have brought it about that there is hardly 
a@ hospital in any country in which—for example—the 
antiseptic treatment of wounds, the procedure for 
the radical cure of hernia, and the technique for the 
production of anawsthesia are not substantially the 
same even while varying in detail. But the injuries 
to which the people of an area are subject differ, and so 
accordingly do the diseases with which surgery has to 
deal, and the views and the ingenuity shown by the 
local surgeons maintain a certain local flavour, sufficient 
to render a visit to any one surgical school stimulating 
and useful to members of another. The Royal Victoria 
Infirmary at Newcastle or the Hospital—it goes locally 
by either name—serves an area with over a million 
inhabitants, of whom a large proportion are engaged 
directly or indirectly in shipbuilding or coal-mining. 
Open-handed to a degree when times are good, the 
working population of what may be termed for 
convenience Northumbria, now contributes far the 
larger proportion of the cost of maintaining their 
beautiful hospital and have acquired with good 
reason a ruling voice in its discipline and organisation. 
This fact carries with it an interesting consequence, 
for local patriotism appears to forbid the miner to 
elect any but his geographical kith and kin to the 
service of the hospital, and, as a result, the teaching 
staff in surgery, well as the demonstrators and 
assistants in clinical surgery, hold, with slight excep- 
tion, surgical! degrees of the University of Durham 
and have been born and brought up in its neighbour 
hood. Mr. Rutherford Morison, Emeritus professor, 
was born at Hutton Henry, Co. Durham; Prof. 
Brunton Angus is a native of Newcastle; and the 
lecturer on surgery, Mr G. Grey Turner, was brought 
up in the neighbouring town of North Shields. And 
these Northumbrians have had to deal with, and are 
dealing with, conditions which give a_ particular 
direction to their science and their practice. This is 
not to say that they are insular or parochial, for 
as is well known they make a point of visiting other 
centres ; but they develop their particular work in 
directions that are locally indicated. 

The shortage of beds, serious elsewhere in the 
country, is especially severe in Newcastle, and as a 
consequence it is the practice of the infirmary to 
give priority to the more acute and urgent surgical 
cases, cancer cases, and industrial injuries, where 
alleviation or cure means restoring the wage-earner. 
Straitened finance has so far hindered the incorpora- 
tion of the beds in the adjoining pensions hospital, 
although, should nothing intervene to alter plans, 
this splendid additional accommodation will be 
available in two years and will supplement the 
present beds by another thousand. While among the 
patients for whom space is always found are those 
who present operable tumours, fractures naturally 
play a large part in the hospital experience, for injuries 
in mines and shipbuilding are frequently severe, so it 
is of real interest to note that the practice of the 
infirmary in regard to compound fractures has 
assumed a routine character slightly different from 
that in force elsewhere. The wound is excised as soon 
as possible, washed with 1 in 20 carbolic, dried with 
methylated spirit, and rubbed with Rutherford 
Morison’s bipp, which is also applied to the ends of 
the bone before doing what is necessary in the way of 
fixation. For simple fractures it is not unusual to 
lash round the bone with No. 3 chromicised catgut, 
and experience is in favour of the introduction of an 
intramedullary peg of beef bone. Some of the surgeons 
prefer to use the bismuth paste made with 1 in 20 
carbolic rather than paraffin, which is less easy to apply 
evenly to all parts of the surface. Derangements of the 
knee-joint are also common in a community whose 
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male youth when not at their strenuous work are 
largely addicted to football, while the miner is 
obliged to work in peculiar positions often far away 
from the possibility of help. Thus a radical method of 
dealing with a torn internal cartilage has been found 
necessary at Newcastle. It is Mr. Turner’s usual 
practice to make a transverse incision on the inner 
side of the knee. Through this the cartilage is cut 
from its anterior and lateral attachments; it is then 
dislocated forwards and cut through as far back as 
possible. Only a small portion then remains, and this 
slips back between the condyles, where its presence is 
harmless. Men are refused work in the mines for 
recurrent synovitis, but not after a successful radical 
operation has been performed—a most practical 
testimonial to the method which has been evolved. 
Abdominal emergencies play a large part in the miner’s 
life, and here the pressure on the infirmary has grown 
steadily in recent days, beds tending to become filled 
on account of earlier diagnosis by local practitioners 
indeed, Mr. Turner has frankly admitted sending away 
cases diagnosed outside the hospital as appendicitis, 
which cases had returned later with full-blown 
symptoms. Exposure and changes of temperature 
result in the prevalence, not alone among the working 
class, of fibrositis in various forms, and Prof. Angus 
has given a particularly interesting demonstration of 
Dupuytren’s contraction for which he had performed 
Tagliacotian grafting with results still remaining good 
after three to five years. 

The practitioners of the district are welcomed to the 
teaching of the infirmary, their readiness to overfill the 
institution, however embarrassing, being counted to 
them for righteousness. Teaching in clinical surgery 
has developed largely but independently on _ lines 
comparable to those of Theodor Kocher at Berne. 
In the intervals of operating Mr. Turner, for example, 
passes in review the various aspects of the case in 
hand by using a hanging ground-glass screen in the 
ante-room of the theatre on which are projected 
pictures from a lantern in the corridor outside. A recent 
clinical lecture on the treatment of a deranged knee- 
joint, which lasted four minutes, began with portraits 
of Lister and William Hey, with a picture of the latter’s 
saw; then followed a remark or two on asepsis as 
applied to the knee-joint; the anatomy of the 
cartilages was reproduced from Gray’s text-book, and 
diagrams were given of the common types of tear in the 
cartilage. A diagram showed the incisions and the 
position of the internal lateral ligament and now the 
interrupted sutures in the capsule allowed of seepage of 
fluid and avoidance of pain; a schedule of the after- 
history of a series of 24 cases operated upon 9 to 13 
years previously brought the lecture to a conclusion, 
with a portrait of Sir Robert Jones as a pioneer in this 
branch of practice. At a recent demonstration to 
visiting surgeons other subjects of interest brought 
forward included a series of cases of cleft palate which 
had been cperated upon at various ages and which 
illustrated the facility with which the normal speech 
is acquired in direct proportion to the early restora- 
tion of the soft palate ; several cases of transplantation 
of ureters into the sigmoid colon for variousirremediable 
conditions of the bladder in which rectal continence of 
fluid was gradually acquired ; and a case of complete 
facial paralysis with suture of the spinal accessory 
nerve into the facial nerve four years after its 
occlusion. Eleven years after the operation the facial 
muscles were mobile with little associated move- 
ment, and the condition was still improving. Mr. 
Turner believes strongly in making an abdominal 
incision over the site of the lesion to be dealt with, 
rather than in using the median or paramedian 
incision commonly used by other surgeons. Several 
cases were shown to illustrate this, none of the 
patients having any sign of post-operative ventral 
hernia. 


H.R.H. the Princess Royal has accepted the 
residency of the Queen Alexandra League, founded by the 
ate Queen to support the Lord Mayor Treloar Cripples’ 
Hospital and College. 





RECENT CANCER INVESTIGATION: 
STATISTICAL AND CLINICAL, 


THE last few weeks have seen the publication of a 
number of important reports dealing with cancer 
statistics. Of these, the two volumes published by 
an International Committee appointed by the Health 
Organisation of the League of Nations,’ are most 
important, both from their authorship and the interest 
and magnitude of the problem treated. The problem 
was presented by the mortality statistics of England 
and Wales, Holland and Italy. These three countries 
were selected for two reasons by an authoritative 
committee, under the chairmanship of Sir George 
Buchanan, appointed by the Health Organisation. 
Their official mortality statistics are held to reach an 
equal standard of accuracy, but reveal a considerable 
difference in the mortality of cancer of the breast and 
uterus. This is very much higher in England and 
Wales than either in Holland or Italy. A detailed 
inquiry seemed, therefore, likely to yield information 
on some of the factors which determine the incidence 
of cancer in these organs. The problem is complicated 
by the fact that the total mortality for women from 
cancer of all organs is not the same in these three 
countries. It is lower in Italy than in Holland or 
England and Wales. In England, Wales, and Holland 
the total mortality is nearly the same. This means, 
of course, that the lower incidence of cancer of the 
breast and uterus in Holland is compensated for by 
a higher incidence in other organs, and this compensat- 
ing increase falls mainly on the digestive tract. Cancer 
of the digestive tract is much more frequent in Dutch 
women than in English women. Italian women do 
not suffer from this compensating increase in cancer 
of the digestive tract. They have, however, a higher 
incidence of cancer of the uterus than Dutch women, 
but this does not apply to England and Wales, where 
cancer of the uterus is more frequent than in Italy. 
The statistical inquiry into these problems has been 
entrusted to a subcommittee of statisticians composed 
of Dr. Major Greenwood and Dr. Janet Lane-Claypon 
(London), Prof. Deelman (Groningen), Prof. Methorst 
(The Hague), Prof. Niceforo (Naples), and Dr. 
Tomaneck and Prof. Pittard (Geneva). The com- 
position of the subcommittee is in itself a guarantee 
of the soundness of the work done which is presented 
in the two volumes in an exceptionally clear and 
succinct manner. 


Mortality from Cancer of the Breast and TU terus. 

The first volume is the report of the subcommittee 
of statisticians. The second volume contains a number 
of reports by Sir George Buchanan, Dr. A. Lutrario, 
Dr. N. M. J. Jitta, and Prof. M. T. Deelman on 
the results of clinical inquiries into the differences 
of the mortality from breast cancer in the three 
countries. The report of Sir George Buchanan is 
based on the investigations of Dr. Janet Lane-Claypon 
which have been published in a separate report issued 
by the Ministry of Health.? Dr. Lane-Claypon has 
collected by means of a questionnaire detailed material 
concerning the life-history of 508 cases of cancer of 
the breast and of 509 control cases who did not suffer 
from cancer. The inquiry has been placed, therefore, 
on a very wide basis. It is probably the most extensive 
statistical investigation on cancer which has as yet 
been undertaken, and both as regards the organisation 
and the care and labour involved in carrying it out 
reflects the greatest credit on those responsible for it. 
The material presented is very great and does not lend 
itself to brief summary. 

Clinically it has long been known that cancer of 
the breast is less frequent in women who have nursed 


? League of Nations Health Organisation, Subcommittee on 
Cancer. Vol. I.: Report on the Demographic Investigations in 
Certain Selected Countries, Vol. II.: Report on the Results of 
Certain Clinical Inquiries relating to Differences of Cancer 
Mortality in Certain Selected Countries. 

* A Further Report on Cancer of the Breast, with special 
reference to its Associated Antecedent Condition. 1926. 
London: H.M, Stationery Office. 38. 6d, 
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their children than in those who have not done so. 
This clinical experience is confirmed by this report. 
It holds good for all the three countries. But the 
report does not corroborate another clinical dictum 
concerning cancer of the uterus. Clinicians have held 
that childbearing predisposes to cancer of the cervix. 
The statisticians, however, conclude from their 
material that ‘‘ the higher incidence of cancer of the 
uterus upon married women is a consequence of the 
immediate effects of a single parturition ’’ by which 
is meant presumably the first childbirth, and that 
women who have borne many children are less, rather 
than more, liable to cancer of the uterus in comparison 
with married women who have borne few children. 
The statistical data do not allow of a distinction being 
made between cancer of the cervix and cancer of the 
body of the uterus. Although this is pointed out in 
the report as a possible objection, the statistical 
differences are too definite to be invalidated by it. 

Since, then, the incidence of cancer of the breast and 
uterus is to a certain degree affected by the physio- 
logical functions of these organs, it was to be expected 
that one or more of the various factors connected with 
the reproductive life of women might account for the 
great difference in the incidence of cancer of these 
organs in the three different countries. But this 
expectation was not fulfilled by the statistical inquiry. 
None of the numerous factors, including surgieal 
treatment, which were made the subject of investiga- 
tion, was found to be responsible for the difference in 
the incidence of cancer of the breast in the three 
countries. In place of a solution, cancer, with 
characteristic elusiveness, presents the following 
paradox. One statistical finding is that women who 
nurse their children are less liable to cancer of the 
breast. Another is that the percentage of women 
who do not nurse their children is higher in Holland 
than in England. One would expect, therefore, to 
find a higher incidence of cancer of the breast among 
Dutch women than among English women. But, 
as already stated, the reverse is the case. 

Another statistical puzzle is provided by the Italian 
data on cancer of the uterus. Though cancer of the 
breast is less frequent in Italy than in either Holland 
or England, Italian women are more liable to cancer 
of the uterus than Dutch women, but less liable than 
English women. 


Local Predisposing Conditions. 

Though the inquiry has not solved the problem 
which it set out to investigate, it would be a mistake 
to write down this great effort as a failure. To have 
established that those factors which are particularly 
concerned with the functional activity of the breast 
and uterus, and which are known to affect the liability 
of these organs to cancer, do not account for the great 
national differences in the incidence of cancer of those 
organs is in itself a positive achievement. Its great 
value lies in the definite elimination of these factors, 
so that we must now look elsewhere. 

Dr. Lane-Claypon’s report deals very fully with 
the local conditions which predispose to cancer of 
themamma. Acute suppurative mastitis was found not 
to be a contributory cause to the later appearance of 
cancer of the breast, but evidence of a previous injury, 
chronic non-suppurative mastitis, and hyperplasia 
occurred more frequently in the history of the cancer 
series than in the control series. In a detailed dis- 
cussion on the importance of hyperplastic changes 
in the breast as antecedents of cancer, Dr. Lane- 
Claypon accepts the teaching of Sir Lenthal Cheatle, 
who has recently published further observations 
confirming his previous work in a very instructive 
paper.* By a study of sections of the whole mamma 
he has been able to show that the various hyperplastic 
changes which he has observed in the human breast 
and which, as he holds, find their termination in 
cancer are identical in time and sequence with the 
changes which can be induced experimentally in the 
skin of mice by tarring and which are known to end 
in cancer. The numerous excellent figures which 


* Brit. Jour. of Surgery, 1926, xiii., 509. 





accompany the paper lend strong support to his 
arguments. 
Cancer in New Zealand. 

Another report, which is geographically circum- 
scribed, derives its chief interest from this very limita- 
tion. New Zealand offers certain exceptional features 
for the statistical study of cancer. It is a self- 
contained country which has advanced during the 
past 50 years from a community of pioneers to a 
community enjoying all the advantages of civilisation 
without its disadvantages. We mean that the people 
are prosperous, possess all facilities of education and 
communication, and have an efficient and up-to-date 
medical service, while the excessive urbanisation 
which characterises the civilisation of Western Europe 
is absent. The people are of Anglo-Saxon descent 
without much admixture by immigration, so that 
by a comparison with the incidence oi cancer in this 
country it is possible to test whether the difference 
in the climatic and social conditions has affected the 
incidence of cancer. The report shows that the 
incidence of cancer in New Zealand is exactly the 
same as in this country. 

During the last 50 years there has been a very rapid 
increase in the recorded death-rate from cancer in 
New Zealand. The increase is mainly an apparent 
one, as Mr. Butcher points out in an admirable 
summary at the end of the report, due to the greater 
efficiency of the medical service, which in New Zealand, 
as in all civilised countries, is gradually bringing, by 
better diagnosis and registration, the recorded death 
rate from cancer more and more up vo the level of 
the unknown actual death-rate from cancer. We find 
accordingly the most rapid increase during the earlier 
years 1875 to 1900, while during the last 15 years the 
death-rate has remained nearly on the same level. 
The increase affects men more than women, because 
in men the organs chiefly liable to cancer are less 
accessible than in women, so that they escape diagnosis 
more easily. 

Perhaps the most interesting data of this report are 
those referring to cancer among the Maoris. The 
presence of a native population living under the same 
conditons as Europeans, subject to the same system 
of registration as regards birth and death, and having 
the same opportunities for medical treatment, offers 
exceptional facilities for the study of the vexed 
problem of the incidence of cancer in native races. 
The statistics submitted give for Maoris a crude 
death-rate of only 2°60 per annum per 100,000 living 
as against a corresponding rate of 8-80 for the rest 
of the population. Mr. Butcher believes that, for 
various reasons, the rate for the Maoris is probably 
understated, but ‘‘ there sufficient evidence on 
which to conclude that cancer is much rarer among the 
Maoris than among Europeans.”’ If this difference 
should be confirmed by a careful and detailed investi- 
gation into the incidence of cancer among the Maoris, 
it would afford clear proof of the existence of racial 
differences in the susceptibility to cancer. There is 
here a unique opportunity to gain important 
information on this aspect of the cancer problem. 


is 


* J. W. Butcher: Cancerin New Zealand. A Statistical Study. 
Published in the New Zealand Official Year Book, 1926. 


HospiraAL BeDs FROM TINFOIL.—The Committee 
of the Tinfoil Fund of the Ancient Order of Druids reports 
that last year £1228 was realised by the sale of “ silver 
paper,” making a total of £6640 since the fund was started 
in 1912. It is intended to endow three hospital beds this 
year, in addition to making small money grants to ten 
hospitals. 


WALTHAMsSTOW HospiraAL.—The Lord Mayor of 
London, Sir William Pryke, on March 11th laid the founda- 
tion-stone of the Thomas Worton Ward and the Leyton and 
Leytonstone War Memorial Ward at the Walthamstow, 
Wanstead, and Leyton Children’s and General Hospital. 
The two new wards will each contain 16 beds, and, in addition, 
on each of the two floors there will be four single wards for 
paying patients. Accommodation will also be provided for 
two resident house surgeons, The new additions will cost 
about £40,000. 
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MOTORING NOTES. 
Flexible Glass. 

On Jan. 19th the Motor announced the invention of 
flexible glass, and in a later issue of the same journal 
some interesting facts about the discovery were 
disclosed. This ‘‘organic”’ glass is said to be a 
condensation product of formaldehyde and _ urea, 
similar to the imitation tortoise-shell of formaldehyde 
and phenol; many investigators had been trying to 
make it before 1920, when Drs. Fritz Pollak and 
Kurt Ripper, of Vienna, commenced their research 
work. They have overcome some formidable diffi- 
culties, especially in finding a way to keep flaws out 
of the larger pieces, but they now claim to have 
perfected a simple and sure method of making products 
** having the transparency of glass, resilient, insoluble 
to the highest degree, insensitive to differences in 
temperature, and adapted to be worked.’’ The new 
glass is colourless, transparent, strong, and light ; it is 
reasonably hard and so flexible that it will not splinter 
but fractures harmlessly. It is transparent to ultra- 
violet rays, can be coloured and etched, and its 
refractive index can be varied within certain limits. 
It requires little imagination to foresee some of the 
uses to which tough flexible glass could be put, not 
only in motor-car body-work but also in parts like 
petrol- and oil-tanks, where transparency would be 
extremely useful. It would minimise many of the risks 
of laboratory work and would take a heavy load off 
the mind of the practitioner, who often has to transport 
expensive and sometimes destructive fluids in a 
handbag. The inventors hope also to make lenses for 
giant telescopes far more cheaply than is possible with 
ordinary glass. We understand that arrangements 
have been made to market the glass in Great Britain, 
the interests of the proprietors in this country being 
represented by Mr. J. C. Vredenburg, 2-3, Charter- 
house-square, London, E.C.1, but we understand 


that no specimens of the glass are as yet available 
for inspection. 


Current Prices of Second-hand Cars, 

Although everyone would sooner have a new car, 
not all can afford it, for the value of nearly all cars 
drops 25 per cent. in the first year. The price is a big 
one to pay for a depreciation in appearance that is 
often hardly noticeable, especially considering that 
when a good car is a year old it generally runs better 
than it did when new. It is therefore often worth 
while to consider buying a year-old car. The second- 
hand market is lower this year than it has been for a 
long time, and there are many firms, both in London 
and the provinces, who can be trusted to give what 
they advertise. Few good English cars lose mechanical 
condition after a year or less, but when examining a 
second-hand car it is as well to take a competent 
adviser to examine the state of the tyres and batteries. 
The Automobile Association assist their members in 
this way for a small fee. The doctor had better not 
buy anything sold before 1925 unless it is one of the 
few first-class makes. 

Examples of current prices for last year’s cars are : 
Austin 7 £105; Morris-Cowley two-seater £110, 
coupé £145; ° Clyno 11 occasional-four £125, four- 
seater £130; Standard 11-4 two-seater £125, saloon 
£180; Ariel 10 two-seater £145; Wolseley 11 two- 
seater £155, four-seater £175; Morris-Oxford four- 
seater £175, saloon £265; Bean 12 four-seater £220; 
Austin 12 four-seater with four-wheel brakes £265 ; 
Crossley 14 two-seater with four-wheel brakes £285 ; 
Alvis 12-50 four-seater £350; Bentley four-seater 
£795. A 1924 Daimler 16 saloon is advertised for 
£425 and a 1923 Bentley for £575. 

These examples show an average of about 35 per cent. 
under the present new prices. Many dealers sell 
shop-soiled unused cars at 15 per cent. under their 
catalogue price. Intending purchasers should be 
quick about it, as the market rises with the spring 
demand, 





The Problem of Dazzle. 

By inventing the electric self-starter the electrical 
engineers made motoring very much more comfort- 
able in one way, but very much less in another, for the 
dazzle problem is undoubtedly a direct result of their 
ingenuity. A self-starter means a 12-volt battery, 
and a 12-volt battery is an irresistible temptation 
to makers to fit powerful headlights. If these were as 
efficient as the starter no harm would be done, but 
until the problem became acute it never occurred to 
any designer that something more was required from 
a lamp than just a more or less parallel beam. The 
ordinary headlight, as any night-driver can testify, 
sprays its light all over the road as well as directly in 
front of the car, and to meet a string of cars at night 
is one of the most terrifying experiences of motoring. 
The driver is completely blinded for several seconds, 
during which he may either run his car off the road 
or overtake and collide with an ill-lighted cart or 
unlighted bicycle. In self-defence he may hide behind 
a piece of tinted glass on the off-side of his screen or 
goggles, a shield of doubtful value. He can fit a spot- 
light on his near dumb-iron, set to light up the side 
of the road; this is an expensive fitting and does not 
protect him against obstacles on the road itself. 
What he does too often is to have as bright headlights 
as he can get and keep them on, and this, although it 
preserves him most of his view of the road, completes 
the vicious circle of the dazzle problem. Most 
motorists are considerate and would willingly mitigate 
their dazzle if they could do so safely, but so far hardly 
anyone has shown them how to. Dimming is 
appreciated by meeting traffic, but the dimmer runs 
a grave risk of failing to see an obstruction: it is 
therefore only a palliative. Besides this he is often too 
occupied to have any attention to spare for a dimming- 
switch. The problem of fog is allied to that of dazzle, 
and indeed a solution of one would solve the 
other. Tinted bulbs are of some use, but they again 
are only a palliative, for they cut off much light and 
so waste a great deal of current. The only remedy is 
to use a lamp which will throw a flat-topped beam, 
so that the light will not be reflected back from the 
fog to the driver’s eyes. 

Similarly, to avoid dazzle it is necessary to keep 
the beam down, so that its upper rays shall be below 
the eyes of other users of the road. The dipping 
head-lamp partly secures this result, especially if it is 
mounted high, but most makers fit their lamps too 
low. Even if the lamp is mounted in the right place, 
which should be just below the driver’s line of sight, 
the ordinary head-lamp throws so much light above the 
main beam that it cannot be dipped far enough to 
provide safety for both parties. Besides this the 
process of dipping occupies one hand at a critical time. 
A lamp especially designed to throw a flat-topped beam 
is a better solution. The beam need not be a very 
narrow one, as if the top of the beam is below eye-level 
it does not matter to people in front where the light 
goes. At least one lamp on the market (the Strange) 
supplies such a beam. The top half of its reflector has 
a smaller radius than the lower half, and its screen 
has vertical ribs. Above four feet its beam is absolutely 
cut off, and one can walk straight up to it and stare at, 
it without being dazzled. It gives a good driving 
beam, with diffused light at both sides and overhead. 
A French model is a lamp called the Parallux, in which 
the beam is held down by horizontal strips of yellow 
tape. It is said to be very good, but is not yet on the 
English market. Both these lamps cost no more than 
the ordinary first-class head-lamps. In the absence of 
a special device the least every car driver can do is to 
see that his own lamps are in proper focus and, if 
possible, that they are not pointing upwards. It is 
easy enough to focus head-lamps, and bad focus is 
responsible for a good deal of dazzle. 

The New Clyno “* 13,”’ 

The doctor wanting a low-priced car should examine 
the new 13 h.p. model made by Messrs. Clyno. For the 
price, £260, it is very good value. The steel body is 
well built, the cushions are comfortable and covered 
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with real leather. The side screens are rigid and neat 
in their thin steel frames, and a rear screen is part of 
the standard equipment. The floors have black 
druggets, besides a rubber covering. On the dash- 
board are a speedometer, clock, lamp, and “ strangler ”’ 
for starting ; throttle and ignition controls are fitted 
on the steering-wheel and the gear and brake levers 
are on the right-hand side. The engine is not really 
a 13 but an 11-9, for its capacity is only 1500 e.cm. 
It is well designed, except that the magneto and 
carburector are rather inaccessible; it would be an 
improvement to change the magneto and generator 
about, for the latter is mounted high up on the off-side 
and is very easy to get at. The brake adjustments 
are placed conveniently, and the tool-kit is adequate. 
The chassis is lubricated with a grease-gun in accord- 
ance with the latest practice. The driving position 
is comfortable, and the front seat will slide back far 
enough to give long legs plenty of room, but only, 
of course, at the expense of any passengers behind. 
Possibly a very tall driver might find that the gear- 
driven screen-wiper and the top rail of the screen got 
rather awkwardly in his line of sight, but a lesser man 
would drive comfortably enough. The hand-brake 
lever is a shade too near the side of the body, but 
might perhaps be bent inwards a little. The gear lever 
has a long travel and gives a comfortable and quiet 
change. 

The new Clyno is a nice car to drive, as the engine is 
quiet and well behaved, the steering is extremely 
delicate, and the four-wheel brakes will work gently 
as well as pull the car up abruptly when really 
necessary. 

The gear-box has only three speeds, and perform- 
ance on middle is a little disappointing, this gear 
being far too low. It seems to be impracticable to 
balance mass-production engines so accurately that 
they will spin up to the top of their power-curve 
without complaining. The remedy is either to have 


four speeds with a fairly high third—and this is 


expensive—or to have an engine so large that it will 
take nearly everything on top, like an American car. 
The Clyno engine is not big enough for this. It is, 
however, an excellent car of its class, and may well 
become popular among medical men. 





BERLIN. 


(FROM OUR OWN CORRESPONDENT.) 


Combating Venereal Diseases in Russia. 

AT a joint meeting of several Berlin medical societies 
Prof. Bronner, head of the venerological department 
of the Russian Commissariat for Health, recently 
described the campaign against venereal disease in 
Russia. In Moscow, he said, there is a central institute 
for the training of medical men as specialists. The 
course lasts a year and 600 medical men have already 
had instruction. At first a course of three to six 
months was the rule, but this proved too short. The 
times of attendance are early in the morning and late 
in the evening, so that workmen may have time to 
visit the institute without losing time at their work. 
The law allows only qualified medical men to attend 
patients, and quackery is nearly extinct in present- 
day Russia. Great stress is laid on the education of 
the public in hygiene. Persons suffering from venereal 
disease are advised to undergo treatment, but there 
is no regulation compelling them to do so. In the 
provinces there are similar institutes to the one at 
Moscow, and arrangements have been made to supply 
information to correspondents who lack the time to 
come themselves. Prostitution, says Prof Bronner, 
almost disappeared during the time when working 
was compulsory for everybody, but after the new 
economic policy was adopted prostitution began 
again, and is tolerated because the authorities consider 
that as long as they are unable to procure work for 
everyone, it would be wrong to hinder women from 
earning their living in any way they like. An energetic 





war is, however, being waged against brothels, and 
infected prostitutes are conveyed into a home called 
a prophylacterium, where they find not only medical 
attendance but also food and work. To inquire into 
the state of things in the country at large commissions 
of medical men with assistants have been sent out, 
and it has been ascertained that in some villages up 
to 45 per cent. of the population have venereal disease. 
In about 90 per cent. of these the infection is extra- 
genital, and is due to the primitive housing accom- 
modation and the deficient hygiene of the rural 
population. On an average in the provinces 1:5 to 
f per cent. suffer from syphilis, but in regions like 
Turkestan, with a native population, the percentage 
rises to 15 or 25, whilst amongst the Mongols of the 
Baikal provinces it is as high as 45. The reduction in 
the population of these tribes is ascribed in large 
measure to their being affected with venereal disease 
in a severe form. Prof. Bronner states that, whilst 
the cases of chancre are increasing, secondary syphilis, 
on the other hand, is diminishing, obviously owing to 
earlier treatment than formerly. In 1920 the amount 
of salvarsan produced in the Russian chemical factories 
was 65 kg.: in 1925 the output had risen to 1800 kg., 
besides 100 kg. imported from abroad. Before it is 
dispensed to the public the drug is submitted to a 
thorough chemical and biological test. Prof. d. 
Jadassohn, the President of the Association for the 
Prevention of Venereal Diseases, stated at the meeting 
that in his visit to Russia he had gained a very good 
impression of the work done by the Russian Govern- 
ment. In Russia more than elsewhere the prevalence 
of syphilis was due to failure of personal hygiene. 
Similar conditions had existed in Germany during the 
war and shortly afterwards. 


The late Prof. Israel. 

The death in Berlin on Feb. 20th of Prof. James 
Israel removes one of the most celebrated of German 
surgeons. Born in 1848 in Berlin, he studied in 
the university there, and after qualification continued 
his medical training at Vienna, London, and Edin- 
burgh. Returning to Berlin, he became assistant at 
the Jewish Hospital under Langenbeck, the surgeon, 
and Traube, the physician, and when fully equipped 
by all his experience was appointed chief surgeon to 
the Jewish Hospital, where he remained until his 
retirement in 1913. It was Israel who first described 
actinomycosis in men as early as 1878; former 
observers had not clearly understood its nature. His 
researches covered many branches of surgery, but his 
principal work concerned the kidneys, and in 1901 
he published his standard treatise on renal disease 
from a surgical point of view. Only two years before 
his death he issued, in collaboration with his son, 
a new work on the diseases of the urogenital system. 
Amongst other things, he showed that removal of 
one kidney may prevent the spread of the disease to 
other organs. Prof. Israel was not a university 
lecturer, but trained a large number of assistants, 
of whom his successor at the Jewish Hospital, the 
late Prof. Karewski, may be mentioned as one. He 
had a very large international practice, and was 
frequently called into consultations abroad, on one 
occasion being called to St. Petersburg to see the 
Czarevitch, who was suffering from hematuria due 
to hemophilia. He enjoyed special renown among the 
Jews of the East, who before the war used to flock 
to consult him, not only on surgical matters, but for 
many bodily and psychical ailments. He was a man 
of high culture and very representative. Although 
78 years of age, he was engaged in practice until a 
few weeks before he died. 

Financial Difficulties of German Universities. 

The number of German universities is undoubtedly 
much too large. Apart from the older ones, whose 
foundation partly dates back to the Middle Ages, 
there is a number of others recently established. 
Shortly before the war Frankfort was made the seat 
of a university which is not supported, like the others, 
entirely by the State, but largely out of municipal 
funds and by private endowment by the inhabitants 
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of that once wealthy city. Even since the war new 
universities have been opened in Cologne and Hamburg, 
whilst the old university of Miinster has been enlarged 
by the addition of a medical faculty. Diisseldorf has 
become the seat of an academy for post-graduate study, 
and it is intended to make this also into a university. 
It is characteristic that the new foundations are not, 
like the older ones, situated in medium-sized and 
small towns, but in large cities. Several of the smaller 
universities are said to be in financial difficulties, for 
the State cannot afford to give them adequate grants. 
This applies to the one at Giessen in Hesse, where 
the pharmaceutical institute has already been closed 
and amalgamated with a technical college at 
Darmstadt. It has been suggested, indeed, that the 
University of Giessen should be closed altogether, for 
others abound in the neighbourhood. The German 
universities, of course, vary greatly in size. Berlin 
is the largest, with 10,000 students; Munich has 
7068 ; Cologne, 4609; Leipzig, 4400; Breslau, 4288 ; 
Bonn, 3209; Freiburg, 3020; Frankfort, 2635; 
Tiibingen, 2533; Miinster, 2531; Heidelberg, 2516 ; 


Gottingen, 2593; Halle, 2301; Marburg, 2156; 
Wiirzburg, 2124; Hamburg, 2075; Jena, 2015; 
KO6nigsberg, 1643; Kiel, 1601; Giessen, 1308; 


Erlangen, 1292; Greifswald, 947; and Rostock, 784. 
In those smaller towns where the economic prosperity 
of the population mainly depends on the under- 
graduates, the idea of abolishing the universities has 
created some anxiety, but so far the discussion has 
only been purely theoretical. 





BUCHAREST. 


(FROM OUR OWN CORRESPONDENT.) 


The Shortcomings of Private Practice. 

Mepicas. ethics are in the limelight just now. 
Allegations against a surgeon who refused to visit 
a patient as soon as he was called have recently been 
the pretext for a vicious outburst against doctors in 
a section of the daily press. Other journals have 
taken up the cudgels on behalf of the profession, 
against its gossiping detractors, but a certain amount 
of public dissatisfaction is evident. This makes a 
recent address given by Dr. Janos Sandor all the more 
topical in its interest. His subject was the cessation 
of private practice. 

A change in the relations of doctors to the public 
and to each other, is, he considers, imminent. If 
the doctor is to be at the disposal of every sick man, 
giving to everyone the same unselfish service and the 
same knowledge and care, then the whole system of 
private practice must be abolished, and the sanitary 
service must be put into the hands of the State, 
which will supply its citizens with physicians, drugs, 
and surgical treatment, just as it supplies them with 
the machinery of the law. It may be argued that this 
would deprive patients of the right to choose their 
own medical advisers, said Dr. Sandor, but already 
most of the population have been deprived of this 
right. The peasants in the villages have only one 
doctor at their disposal ; the workers in towns must 
attend those appointed by their assurance offices. 
As for sick clubs, Dr. Sandor remarked, the fees of 
the club doctor are so small that no physician can 
regard appointment to a club as his main vocation, 
and he is forced to put his heart mainly into his private 

ractice—a fact very well known to his patients. 
t is notorious that the private doctor examines his 
cases, as a rule, much more conscientiously than does 
the badly paid club doctor. But if there were no 
paying and non-paying patients this abuse would 
cease. 

It would not take long. Dr. Sandor considers, for 
people to get used to the fact that they could not 
choose their own doctor. If one of our forefathers 
of the eighteenth century were to rise from his grave 
he would undoubtedly consider it an unheard-of 
interference with his rights when he found that he 
could not build a house on his own ground without 





conforming to the municipal regulations about site, 
material, and construction. He would think it 
intolerable that he should not be allowed to drive 
his horses along the street at more than five miles 
an hour; that he must go to bed before 1 o’clock in 
the morning ; that he should have to open and close 
his shop, fix the prices of his goods, cleanse his side- 
walk, vaccinate his children, and do a hundred and 
one other things as the law prescribes. Though 
used to the abuses of absolutism in government, the 
visitor from the past would consider all this inter- 
ference with his rights utterly preposterous, and would 


hurriedly return to the grave whence he came. Yet 
we consider these regulations reasonable; in the 


same way our descendants will learn to regard a 
nationalised health service as something natural. ‘‘ We 
doctors,’’ continued Dr. Sandor, ‘“‘ know perfectly 
well that the public is mainly incapable of using its 
right of free choice; as a rule it cannot accurately 
judge of the capabilities, knowledge, and conscien- 
tiousness of a doctor, and often it prefers the well- 
advertised man who talks a lot to the quiet man who 
is efficient. Experience shows that it is not the best 
doctor that has the biggest practice.” 

Public institutions maintained by the State are, 
he admitted, to a certain extent unpopular, and do 
not always deal uniformly and fairly with every 
citizen. Nevertheless this uniformity in treatment 
would in course of time become the tradition of a 
State medical service. Doctors, moreover, would 
be relieved of the cares of gaining a livelihood, for 
obviously the State would have to give them adequate 
remuneration and provide suitable pensions for old 
age or sickness. In some countries, he added, the 
medical service is already nationalised, to the complete 
satisfaction of both doctors and public. 

The advantages of nationalisation would be many. 
‘** My idea,” said Dr. Sandor, “ is that every physician 
should have his own district with really well-equipped 
dispensaries for ambulant patients. Specialists and 
consultants could be summoned by the doctor in 
attendance or, in serious cases, by the patient himself. 
Night service would be organised in towns and cities.” 
As things are at present the practitioner spends most 
of his time wearing out health, clothes, and boots by 
attending patients at opposite ends of a large district. 
If a postmaster handed a postman a bunch of unsorted 
letters to deliver in all parts of a big city he would 
be thought crazy; everyone finds it natural that 
a postman should have his designated streets. Why, 
then, should doctors alone have to fight against a 
lack of system in their work ? Reorganisation would 
not benefit the doctor only; it would enable his 
patients to get him quicker in emergencies. Fewer 
doctors would be needed and the present regional 
disproportion could be adjusted. (In different parts 
of Roumania the number of doctors per 100,000 of 
inhabitants varies from 117 to 18.) The unfortunate 
economic situation in continental countries at present 
often prevents people incurring the expense of calling 
in a doctor till a disease is well advanced. With free 
medical treatment it would be otherwise. 

It may be objected, said Dr. Sandor in conclusion, 
that the removal of personal profit as a motive 
and the cessation of competition would make for 
poorer work. Yet thousands of medical men spend 
years and years in clinics, hospitals, and laboratories, 
working hard for nominal salaries, and sacrificing 
their lives to science or charity. A perfect State 
system does not exclude the possibility of rising 
according to merit. Selection of doctors should begin 
in the university, and only those should enter the 
service who are led to it by a love of the medical 
vocation and have the needful moral and physical 
capacity. If doctors were not created haphazard 


there would be fewer problems in medical ethics. 
‘It is my firm conviction,” said Dr. Sandor, “‘ that 
within a short time the whole of mankind will hold it 
most natural that just as every passer-by can avail 
himself of the pavement and lighting of the street, 
so also everyone should have an equal right to free 
medical attention.” 
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PARIS. 


(FROM OUR OWN CORRESPONDENT.) 


Increase of Syphilis. 

Dr. Jeanselme, professor of syphilography in the Paris 
Faculty of Medicine, has recently remarked that the 
number of cases of fresh syphilitic infection presenting 
themselves at the Hdpital St. Louis has definitely 
increased during the past year. His colleagues have 
made the same observation, and it seems that the 
total number of patients with recent syphilis treated 
in the six dispensaries of the hospital has risen from 
1955 in 1924 to 2445 in 1925—that is to say, there 
has been an increase of 20 per cent. The Hdpital 
St. Louis draws its patients from every quarter of 
the capital and its outskirts, and it is reasonable to 
conclude that syphilis is making definite headway 
at present amongst the working classes. A provincial 
inquiry suggests that this state of affairs is true of the 
rest of France also. Two reasons are put forward to 
explain the recrudescence. First of all there is the 
invasion of foreign immigrants. In one of the big 
manufacturing works on the outskirts of Paris there 
are over 10,000 foreigners, besides 2000 natives from 
the colonies, amongst the 30,000 employees—that is, 
nearly 36 per cent. of the total number are not French. 
Of 250 syphilitic patients in the Hopital St. Louis, 
about one-fifth are foreigners or colonial natives : and 
really the proportion is higher than this suggests, 
because the males amongst them account for over 
34 per cent. of the inmates of the male wards. Again, 
amongst 451 cases of recent syphilis treated at the 
dispensary in 1925, there were 260 French, 140 
foreigners, and 51 North Africans. And the propor- 
tion of foreign patients is just as high in the other big 
industrial centres and ports as it is in Paris. 

The second cause of the recrudescence of syphilis 
in France is undoubtedly the general use of bismuth 
just now, not only as a secondary treatment, but 
as the means of attack against the disease. This is 
due to the discredit into which the intravenous use 
of arsenobenzol has unfortunately and unjustifiably 
fallen. 

Physicians’ Compensation. 

An interesting case has just been decided by the 
Paris courts. A physician, summoned in an emergency 
by a friend of the patient, later presented a bill which 
the patient’s family considered too large. On the 
refusal of the family to pay more than one-third of 
it, the physician attacked the friend who had sum- 
moned him. The courts held that to do so would only 
have been justifiable if the family had refused to make 
any payment whatever. As they had not done this 
the claim made against the intermediary was thrown 
out of court, and it was decided that the physician 
must still negotiate with the family. 


Mechanical Milking. 

Dr. Henri de Rothschild, who for 18 months has 
been trying mechanical milking amongst some 30 
dairy cows at his establishment at Vaux-de-Cernay, 
has recently given the Académie de Médecine an 
account of his experience. From the practical point 
of view there is economy of both time and labour, and 
neither filtering nor pasteurisation is needed after 
milking. The milk obtained mechanically keeps 
longer, especially in summer, and can be taken over 
long distances without there being any danger of it 
turning. From the scientific standpoint it cannot be 
regarded, strictly speaking, as aseptic, as has some- 
times been claimed, and in spite of the most elaborate 
precautions it always contains a large number of 
organisms. But whereas a sample obtained in the 
usual way by hand ani collected in ordinary receptacles 
washed out in cold water has about 270,000 colonies 
per c.cm. after four days’ incubation at 37°C., a 
sample from the machine shows not more than 
30-70,000. The difference is considerable, and even 
if this milk cannot be called aseptic, it can at least 
be called clean. 





Blood Transfusion in Infants. 

Dr. Guéniot, who has been studying blood transfusion 
as a treatment of debility in the new-born and in 
premature births, has found that the method is not 
without difficulty, and should be adopted only in cases 
not responding to the usual methods of and 
feeding. 

It has been pointed out that many laboratories in 
France are really incompetent to make the more 
complicated and delicate biological tests often required. 
The Académie de Médecine is heartily supporting a 
movement to institute rigid supervision of laboratories 
advertising publicly. 

At the Faculté de Médecine Prof. Roussy has just 
closed a series of impressive conferences on cancer. 
The directors of cancer service at Marseilles and at the 
Curie Institute of Indo-China have just been added to 
the committee appointed by the French Government in 
1922 for codrdinating methods of study and treatment. 

Easter vacation courses from March 29th to 
April 10th are offered at the Faculté de Médecine. 
These include a course in criminology, to be given 
at the Palais de Justice, obstetrical courses, and a 
revision course on laboratory diagnosis at the Hotel 
Dieu. A valuable course on occupational accidents 
is being continued by Balthazard, Lhermitte, Claude, 


care 


Dervieux, Duvoie, Laignel-Lavastine, Terrien, and 
others. All sections of the subject are thus ably 


covered. 

Prof. Thiery, well known for his surgical work in 
different hospitals at Paris, was on March 1lith 
presented with a medal by his pupils, who wished 
thus to express their appreciation of his work and 
teaching. 





UNITED STATES OF AMERICA. 


(FROM AN OCCASIONAL CORRESPONDENT.) 


The Control of Narcotics. 

THE federal control of narcotic drugs is exercised 
through the Harrison Act. The constitutional validity 
of this Act was challenged in 1919 and was upheld in 
the Supreme Court by a majority of only 5 to 4. 
strong hint has now, however, been dropped by the 
Court that its decision might be reversed if the subject 
again came up for review. To understand the constitu- 
tional position it should be realised that the Federal 
Government can exercise only those powers which are 
specifically granted to it under the constitution. In 
the absence of definite instructions the right to legislate 
is presumed to lie with the State Government—a 
presumption exactly opposite to that which obtains 
under the Canadian constitution. The fathers who 
drew up the constitution of the United States foresaw 
a good deal, but some things they overlooked, and 
among them the growth of health legislation. There 
is no provision for control of health by the Federal 
Government. In passing laws under these limitations 
Congress has shown from time to time a good deal 
of ingenuity. Not having power to protect certain 
migratory birds, for example, it took advantage of its 
constitutional right to make treaties with foreign 
powers, and concluded a treaty with Canada in which 
the protection of certain birds was ensured on both 
sides of the frontier. In public health legislation 
advantage has constantly been taken of the right of 
Congress “to regulate commerce with foreign powers 
and among the several States.’’ The Pure Food and 
Drugs Act is an example of successful legislation under 
this head. 

The Harrison Narcotic Act depends on the right of 
Congress to raise taxes. Under the Act every physician 
who wishes to prescribe narcotics has to pay a tax— 
a tax which is held by many physicians to be qnite 
unnecessarily severe, since the clear intention of the 
Act is not to raise revenue, but to control the distribu- 
tion of certain drugs. The Child Labor Tax Law, 
approved in 1919, was found by the Supreme Court 
in 1922 to be unconstitutional, and the argument 
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is of sufficient historical importance to be quoted 
at length :— 

“Taxes are occasionally imposed in the discretion of the 
legislature on proper subjects with the primary motive of 
obtaining revenue from them and with the incidental motive 
of discouraging them by making their continuance onerous. 
They do not lose their character as taxes because of the 
incidental motive. But there comes a time in the extension 
of the penalising features of the so-called tax when it loses its 
character as such and becomes a mere penalty with the 
characteristics of regulation and punishment. Such is the 
case in law before us.’’—Child Labor Tax Case, 259 U.S. 20, 
decided May 15th, 1922. 

It will be seen that with this precedent another 
onslaught on the constitutionality of the Harrison Act 
is likely to prove successful. The Journal of the 
American Medical Association (Feb. 27th, 1926, 
p. 627), reviewing the situation, expresses no regret at 
the danger in which this Act is found. ‘ No satisfac- 
tory evidence has yet been adduced,”’ it remarks, ‘‘ to 
show that the Harrison Narcotic Act has accomplished 
or is accomplishing its purpose, the suppression of the 
narcotic habit.’”” Too little is known about the 
underground traffic, and apparent regulation by 
federal action may merely be blinding people to a 
serious state of affairs. An international conference 
on narcotic addiction is being planned with some energy 
and is to be held this summer in Philadelphia. No 
doubt the importance of international control of the 
sources of production will be taken up at this confer- 
ence, but it is difficult to see any possibility of effective 
action without the close co6peration and machinery of 
the Health Section of the League of Nations. 

Vital Statistics of New York State. 

The report on the vital statistics of New York State 
for 1925 shows a very satisfactory state of affairs. 
The Milbank Foundation is at present financing three 
health demonstrations in this State. and although it is 
not possible to estimate quantitatively the influence of 
these demonstrations, there can be no doubt that they 
have contributed to the success of the health depart- 
ment’s work. The general death-rate (12-7 per 1000) 
has been lower only once—in 1921. Except for minor 
variations this rate has declined steadily since 1890, 
when it stood at 21-4. If the 1900 death-rate had 
prevailed last year there would have been 60,000 more 
deaths. The infant mortality is 68 per 1000 live births, 
and is the lowest on record. Among the causes of 
death tuberculosis (all forms) has dropped into fifth 
place with a rate of 90-9 per 100,000. It is exceeded 
by diseases of the cardio-vascular system, pneumonia, 
cancer, and external causes, whose importance is in 
the order named. The death-rate from alcoholism is 
ian which is five times the rate from this cause in 

920. 


ROYAL COMMISSION ON LOCAL GOVERNMENT.—This 
Commission, of which Lord Onslow is chairman, will not 
begin before Whitsuntide to hear evidence on the relations 
between local sanitary authorities and their constitution, 
areas, and functions. The postponement is to give time to 
consider the proposals for Poor-law reform, which are under 
discussion between the Minister of Health and the local 
authorities. 


COMPLIMENTARY DINNER TO PROF. T. G. MOORHEAD. 
Prof. Moorhead was recently put to the trouble of defending 
an action for damages brought against him by a patient 
whom he had examined in the course of his duty as consulting 
physician to a suburban hospital in Dublin. The action 
was unsuccessful, none of the charges being established ; 
but his professional brethren in Dublin have thought it 
a suitable opportunity to express their entire confidence in 
him and their sympathy with him in the annoyance to 
which he had been subjected. Accordingly a complimentary 
dinner was given to him last Saturday night in the dining 
hall of Trinity College, Dublin. The chair was taken by 
the Provost of Trinity College (Most Reverend Dr. J. H. 
Bernard), in his capacity as an Honorary Fellow of the Royal 
College of Physicians of Ireland, and some 120 hosts sat 
down to dinner. Only four or five laymen, personal friends 
of Dr. Moorhead, were present. The staff of every hospital 
in Dublin, general and special, was represented, and among 
those present were teachers from all the schools in Dublin. 
The gathering was a remarkable exhibition of respect and 
affection for Dr. Moorhead. 





Correspondence. 


“ Audi alteram partem.”’ 


THE CONSTITUTION AND DUTIES OF THE 
GENERAL MEDICAL COUNCIL. 
To the Editor of THE LANCET. 


Srr,—The exposition of the functions of the General 
Medical Council given by its Registrar in THE LANCET 
of Feb. 6th clearly indicates the prime services it 
renders. In his words the two prime services are 
first, to prevent the unfit (in education and training) 
from gaining access to the Register, and secondly, to 
remove the unworthy from it. The Council is the 
sole arbiter in each situation. but its action is subject 
to the ruling of the Privy Council. 


Evolution of the Council. 

When the Council came into being ir 1858 it found 
the entry into the medical profession was by means 
of training under an apprenticeship system supple- 
mented by education tested by examination under 
the control of the medical corporations and the univer- 
sities. The supplementary education was entirely in 
the hands of the different educational bodies and in 
consequence it varied with each. The result was that 
the value of the diplomas granted and the degrees 
conferred also varied, a high standard being main- 
tained at some places and a low one reached at others. 
The difference between the education given at the 
universities and that at the medical schools lay 
mainly in the scope and in the inclusion at the univer- 
sities of a greater number of the subjects upon which 
the science and art of medicine are based. 

The Council soon standardised the examinations, 
and after a time widened the scope of medical educa- 
tion in those medical schools and universities which 
were below the level of the best. While the Council 
was standardising the medical examinations it at 
the same time created uniformity in medical educa- 
tion. All the schools came to imitate one another, 
and to-day, it may be said, variety has been replaced 
by dull uniformity. The education of the doctor 
was improved by standardisation of the examinations, 
but education tends to deteriorate under the dead 
weight of uniformity established by insistence on 
stereotyped curricula. Variety is needed to-day to 
give elasticity once more to the education, and to 
afford each centre scope to grow in directions favour- 
able to the widening of the outlook of the doctor. 
It matters not in the least that the doctor is better 
educated at one school in chemistry, at another in 
physics ; but it does matter that he gets a wide, if 
not a particular, education in each subject so that 
he may in practice be able to apply his intelligence 
and make good use of principles. Again, it is of no 
consequence if he is unacquainted with minute 
details in anatomy and physiology, provided he shall 
have sufficient education in each of them to be able 
to turn to his knowledge of them for fundamental 
information when in difficulties. 

In all the subjects, which form the basis upon 
which medicine rests, the Council need not now, 
so it appears to me, interfere with the medical schools, 
whether of universities or constituent colleges of 
universities ; and it would be well to leave the 
education and the choice of those subjects entirely 
in their hands provided the standard attained at 
their examinations is such as to warrant the Council 
in accepting a certificate that the student is fit to 
enter upon his clinical and other studies. In that 
way freedom in the choice of subjects and in the scope 
of education would be restored to the medical schools, 
the beneficial effects of which, would, I believe, be 
very great. 

If it be advisable for the Council to accept degrees 
from universities as evidence of sufficient education 
to entitle a graduate to enter upon clinical studies, 
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it is still more advisable 
exercise greater control over the education and 
training at the hospitals. The hospital is the clinical 
laboratory in which there is room and facilities for 
teaching a definite number of students and no more. 
At first the Council was content with declaring that 
a hospital with less than 150 beds would not be 
recognised as constituting a medical school, and so 
far as I am aware it still remains content. When 
that condition was laid down the trained apprentice 
entered the hospital and, as was said, he walked it, 
gathering as much information as he could and 
attending a few lectures while preparing himself for 
the examinations of the medical corporations and 
may be those of the universities. To-day the original 
condition needs supplementing in the direction of 
limiting the number of pupils that can be adequately 
trained in each hospital recognised as a medical 
school. That is essential in the interests of clinical 
training, as in those of the State and of the public. 
The Council has power to effect this reform which has 
been too long delayed. The examinations may be 
good enough but the training is not, and the remedy 
should be applied without hesitation. 

The Council as at present constituted is hardly fit 
for such work, for the great majority of those upon 
it represent the interests of teaching bodies. And 
representatives of the teaching bodies could hardly 
function as a composite authority for establishing 
changes in the existing system, and at the same time 
act as judge of what is best in the interests of all 
concerned. 


that the Council should 


The Present Position of Specialism ; 
Assistants. 

What the Medical Act did for the doctor it should 
now do for the specialist. 
of privilege in the State, a position that membership 
of a corporate body is unable to bestow. Just as the 
member of a medical corporation was adequately 
educated, trained, and tested prior to 1858, so is the 


Technical 


specialist of to-day, generally speaking, adequately | 


educated but chiefly self-trained. The Council 
has insisted on education and training, and laid down 
a standard of attainment for the legal/y cuatified 
practitioner. To-day the same should be laid down 
for all specialisms which are, of course, attainments 
after registration as it is now conducted. The Council 
needs the advice of the specialists to formulate a 
scheme for the education, training, and examining of 
specialists who desire to become recognised as such 
by the State. In the interests of medicine no less 
than that of the public this reform should be 
undertaken. 

Before the final extinction of the apprenticeship 
system in medicine the apprentices served in the 
capacity of technical assistants. After its dis- 
appearance those who failed to qualify became 
assistants to a doctor. This was disapproved of by 
the Council as it led to the great evil of covering 
which amounted to using the assistant to do the work 
of visiting and prescribing for patients under the 
cloak of his employer. The action of the Council in 
suppressing covering was correct and imperative. 
But unfortunately no steps had previously been taken 
by the doctors to develop the technical side of their 
work, which always had been, and is to-day, delegated 
to those who have no intention of qualifying them- 
selves as doctors. It is, I believe, the duty of the 
Council to take this matter up and to regularise the 
practice, for it is one that is a necessary adjunct to 
general practice in whatever direction it may develop. 
The dispenser, the electrician, the masseur, the 
manipulator, and so on, are indeed essential portions 
of the complex medical machine. Each to-day can 
be trained in his special work, and there can be no 
question as to the fitness of these technical assistants 
to share the advantages accruing from State registra- 
tion. They are worthy.of it and, if such be granted 
to them, medicine will gain, the doctors will utilise 
them to the advantage of their patients, and the 
public will benefit. 


It gave the doctor a position | 








The Exercise of Judicial Powers. 

Just as the Council is paramount in determining 
the standard of education and training to be attained 
by a doctor prior to his registration for the enjoyment 
of certain privileges, so it is paramount in giving 
a decision as to whether a registered person, on 
complaints being made, is guilty of infamous conduct 
in any professional respect. Conviction is followed by 
the erasure of the name. There appears to be great 
confusion on the question of the power of the Council. 
In its proper capacity it acts as a court presided over 
by a judge assisted by a jury. It inquires, it interprets 
the meaning of the phrase ‘‘ infamous conduct in any 
professional respect,” it decides on guilty or not guilty ; 
but the punishment to be awarded is not modifiable 
by the Council. That it has power to investigate, 
to judge, and to convict is indisputable. While it 
possesses such powers it can exercise no disciplinary 
control over the accused or the body of men registered. 
In this respect it is like a court of law in which con- 
viction of an offence is dealt with, but in which no 
cognisance can be taken of the discipline of the people. 

The medical profession is peculiar in that it possesses 
no statutory body in control of its discipline. It is 
true each medical corporation possesses such power 
over its diplomates and licentiates, but unless the 
registered doctor is a member of one of these cor- 
porations he is under no such control. A graduate of 
the older universities is uncontrolled and rightly so, 
for a degree is a mark of educational attainments 
which conduct of any kind cannot deprive a man of. 
A graduate of the newer universities may, however, 
be deprived of his degree on grounds of moral 
behaviour, but cannot be on professional grounds of 
any degree of gravity unless he be convicted in the 
courts of crime. 

The General Medical Council is then not a dis- 
ciplinary body for controlling the professional 
behaviour of the doctors who, if they do not belong 
to a medical corporation, are not under any 
authoritative body. One may be needed. 

A Suggestion for Reconstruction. 

When the Council was originally formed the 
members were representatives of the Crown, of the 
universities, and of the medical corporations, the 
two latter being statutory bodies. Direct representa- 
tives of the registered have been added. Owing to the 
establishment of a number of new universities the 
representation from them and from the medical 
corporations far outweighs the others; and now we 
have the proportion of 27 to 11 only for the Crown 
and the registered. In 1858 the principle adopted in 
the construction of the Council served, because the 
medical profession had not then emerged from the 
state it had reached in its development by the end 
of the eighteenth century. And the men appointed 
on the Council were true representatives of the 
doctors throughout the land, for each had passed 
through the only avenue into it—namely, through 
a period of an apprenticeship. To-day, matters 
are very different, for, it may almost be said, the 
members of the Council, with few exceptions, have 
never done any general practice nor, indeed, have 
ever had the opportunity of becoming acquainted 
with its needs and its intricacies. Therefore the 
Council, as it exists to-day, gives a preponderating 
influence to the teaching and examining bodies 
which under the present system are sole judges of 
their own work. This is a serious defect not only 
from the point of view of control to be exercised by 
the Council over teaching and the standard of 
examination, but also from that of the exercise of 
judicial powers ; the consequence being that those who 
are unacquainted with the work of an accused, if he 
be a general practitioner, are constituted a court with 
judicial powers for the conduct of his trial and for 
pronouncing that he is either guilty or not guilty. 

Such changes have occurred during the last three- 
quarters of a century that there is now a real need 
for the formulation of a new principle as a basis for 








626 THE LANCET,] THE TREATMENT OF 


POST-MORTEM INFECTIONS 


[Marcu 20, 1926 








the representation on the Council. The first function 
of the General Medical Council concerns education 
and the maintenance of a reasonable standard at the 
examination tests, but surely there is no need to have 
every medical educational body represented. There 
is, however, need for representation of the teachers 
in different clinical schools, of the registered in general, 
and of all specialisms, and of the technical assistants, 
if they become registered, and of the public through 
the Crown as at present. In respect to the second 
function, the removal of the unfit from the Register, 
the old principle should be applied in these matters— 
namely, trial by our peers. For this purpose it 
would, it seems to me, be best to obtain power for the 
creation of a panel representative of all the registered, 
from which a jury of 12 could be chosen on each 
occasion when persons were accused and a prima facie 
case against them established; say, by a_ small 
committee of the Council itself. Such a reform in 
representation would bring the Council up to date 
and would create confidence in its deliberations and 
in its decisions. 

To meet the requirements of to-day the following 
reforms are indicated: (1) The registration of medical 
students to begin on entry upon hospital work. 
(2) The number of pupils at each hospital to be 
regulated in accordance with the facilities and oppor- 
tunities existing in them for teaching, training, and 
giving responsible practice to every pupil. (3) The 
registration of all specialists under their different 
specialisms. (4) The registration of all technical 
assistants under the various sections. (5) Lastly, the 
reorganisation of the method of dealing with those 
registered as legally qualified practitioners accused of 
infamous conduct in any professional respect. 

I am, Sir, yours faithfully, 
JosEPH GRIFFITHS. 

St. Peter’s-terrace, Cambridge, March 12th, 1926, 





THE TREATMENT OF POST-MORTEM 
INFECTIONS 
To the Editor of THE LANCET. 


Str,—Mr. Handfield-Jon:s is to be congratulated 
on the able manner in which he has dealt with this 
subject in your issue of March 13th. As you remark 
in your annotation the number of fatal cases is not 
large, but there are other less severe cases not reported, 
and the timely warning of the possible ill-effects of 
post-mortem injuries is most opportune. Although 
the bulk of post-mortem work is done at the large 
hospitals by experienced pathologists and assistants, 
many autopsies are performed, as you point out, 
by medical men in general practice, and Mr. Handfield- 
Jones’s article will be of especial value to them. The 
article is a mine of valuable information and advice, 
and I hope it will be possible to reproduce it in 
pamphlet form and to broadcast it throughout the 
profession. It is worthy, too, of a prominent place 
in text-books of surgery and in works dealing with 
post-mortem examinations. 

Like many other pathologists, I have on occasion 
passed an uneasy day after receiving a slight cvt or 
scratch while making a post-mortem examination on 
a septic case or investigating a specimen from the 
operating theatre. Mr. Handfield-Jones deals with 
every variety of injury and its appropriate treatment, 
but I should like to lay stress on one or two of his 
points. The two directions, (1) cease work at once 
and (2) encourage bleeding, should be printed in 
large coloured type and hung up where pathologists 
work. To my mind the whole success of the prophy- 
lactic treatment depends upon the prompt cessation 
of work and thorough washing out of the wound by 
the patient’s own blood. The least delay or insufficient 
bleeding is likely to counteract all the benefit to be 
obtained by this treatment. 

The following is my own practice : 

1. Directly a prick with a needle or scalpel is received, 
cease work and treat the wound, for it must be assumed that 
micro-organisms have been carried into the tissues. 





2. Make the wound bleed under a stream of water, warm 
for choice but not hot. Keep this up until a fair amount 
of blood has been ejected, the bleeding being helped by 
repeated squeezing of the tissues well away from the wound. 
When it is considered that sufficient blood has been squeezed 
out of the wound to carry off any organisms that may have 
been lying in its depths 

3. Carefully cleanse the surrounding skin, usually by 
means of a brush kept permanently in a dish of 1/20 carbolic 
lotion. Great care must be taken not to scrub the wound 
itself for fear of dislodging organisms from the surrounding 
skin and rubbing them into the cut or prick. 

{. Paint the wound over with iodine solution followed by 
a layer of ** new skin” or collodion and a little cotton-wool. 

Do not on any account use any antiseptic before making 
the wound bleed. The sealing up of a wound as advocated 
here applies, of course, only to the very small cuts and 
pricks which form the great majority of these post-mortem 
injuries. I am aware of the danger of sealing up a wound in 
this manner, but do it deliberately in the belief that all 
organisms have been ejected in the blood squeezed from the 
wound. 


The foundation for the above method of treatment 
is based on the following considerations : 

(a) Micro-organisms (say streptococci) are carried by the 
scalpel or needle into a slit in the tissues below the protective 
squamous layer of the skin. 

(b) Bleeding occurs into this slit and the 
blood clot quickly occurs. 

(c) When the clot forms it seals up the outlet of the wound 
and so effectually imprisons any organisms that may be 
lying in its depths. 

(d) If the organisms are not destroyed by the body fluids 
they are free to multiply and disseminate into the tissues 
and blood stream. 


formation of a 


These considerations justify the conclusions that— 

(a) Immediate ejection of the organisms is necessary. 

(6) Delay until a clot has formed renders it very difficult 
and perhaps impossible for this ejection to be successfully 
carried out. 

(c) Scrubbing the wound is likely to push organisms into 
its depths. 

(d) Antiseptics can only destroy organisms at the surface. 

(e) Antiseptics, such as compounds of mercury and methy- 
lated spirit, cause clotting of albumin and so effectually seal 
up the mouth of a wound. 


One illustration of the lack of knowledge possessed 


on this subject must suffice. A recently qualified man 
was asked what steps he would take in the event of 
receiving a prick while doing a post-mortem. He 
replied: ‘‘ Rinse the finger in an antiseptic at the 
conclusion of the post-mortem.’’ Mr. Handfield-Jones’s 
remark about members of the honorary staff in a 
hurry is much to the point. The older pathologist 
will not be perturbed or deviated from his routine 
in the event of receiving an injury. But the young 
pathologist or clerk is apt to take his chance and 
get on with his work so that a great man may not 
be kept waiting. 
I am, Sir, yours faithfully, 
ERNEST H. 
toyal Northern Hospital, March 15th, 1926. 


SHAW. 


To the Editor of THe LANCET. 

Str,—In his useful and timely article Mr. Handfield- 
Jones strongly recommends a bath of tincture of 
iodine. I have no doubt of the usefulness of iodine 
in cases of ringworm, for the treatment of which 
I have never required to use any other drug during 
my experience of nearly 40 years, but as an anti- 
septic in other cases I have never been sure of its 
usefulness. In ordinary boils I have found it delay 
progress, but I have never known it cure the disease. 
In pyorrhoea I have used it freely, working it into the 
pockets around the teeth, and I have held the liniment 
in my mouth for three to four minutes without 
improving matters in the least. About six months 
ago I had to treat a very severe case of erysipelas 
in an otherwise apparently healthy young man. 
The disease began, as it frequently does, over the 
nose and spread over head, neck, and back down to 
and just over the femoral trochanters. It recurred 
four times in spite of vaccines, and serum injected 
intravenously and intramuscularly, and in spite of 
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local applications of magnesium sulphate, buttermilk, 
and iodine. During its spread down the back I painted 
three inches of the spreading margin and four inches 
of the skin beyond this with the tinct. iodi. fort. 
until the skin was almost black, yet in six hours 
the disease had passed through the iodine-painted 
skin with undiminished strength. My faith in iodine 
as an antiseptic has been badly shaken. 
I am, Sir, yours faithfully, 
Ballymena, March 13th, 1926. W. R. Davison, 


TREATMENT IN DISEASES OF THE NERVOUS 
SYSTEM. 
To the Editor of Tut LANCET. 


James Barr’s criticism of my first 
Lettsomian lecture only tempts me to ask one 
question. Which should be taken the more seriously ? 
My remark that ‘‘If all the current wasted in a year 
on the limbs of hemiplegic patients could be stored 
in accumulators, the Prime Minister’s scheme for 
supplying electricity to the country would be rendered 
superfluous,”’ or Sir James Barr’s views on the patho- 
genesis and treatment of acute poliomyelitis and 
progressive muscular atrophy, which he quotes from 
an address he gave in 1924. He is kind enough to 
say that my lecture is transparently honest. May 
I reciprocate by saying that no one, will doubt his 
statement that he “‘ has dabbled a little in nervous 
diseases.”’ 
I am, Sir, yours faithfully, 
E. FARQUHAR BUZZARD. 
Wimpole-street, W., March 15th, 1926. 


Srr,—Sir 


GARDENLESS CITIES. 
To the Editor of THe LANCET. 


Str,— Overcrowding in large towns can be remedied 
in two ways—by migration to the country, or by 
building lofty blocks of tenements. 

As to migration, the London County Council is 
building at Morden, in Surrey, on an estate of 850 
acres, a town of 8000 houses for 40,000 inhabitants. 
Now the usual size of an allotment garden is a 
sixteenth of an acre, and it is said it ought to be 
double that ; but at Morden it would not be possible 
to have adjacent to the house a garden of sufficient 
size for the tenant to grow his own vegetables—he 
can have only a backyard. 

As to tenement blocks, they should not be con- 
demned offhand as vertical slums. A slum is a 
collection of houses once new and clean, which have 
been allowed to become overcrowded and dirty. 
In tenement blocks overcrowding would be prevented, 
and the owners would be responsible for the cleansing 
of the lifts and emergency stairs, which they would 
carry out with the most approved electrical appliances ; 
if this service were extended to the rooms, much waste 
of labour in out-of-date methods would be saved; 
hot water could be supplied from central furnaces ; 
open-air schools established on the flat roofs ; and in 
the basement baths of warm water and ultra-violet 
light provided. On the ground floor there might be 
a restaurant with a store for the sale of food. No 
doubt there might be a greater risk among the 
children of epidemic disease, which in its turn might 
prepare the soil for other diseases, but there is no 
need to speculate as to whether it is possible to bring 
up children properly in the centre of a large city 
the experiment has been tried. The Foundling 
Hospital was moved to its present site in 1745, and 
ever since then children have been brought up there 
in accordance with the knowledge of the day, with 
what results the records will show. Now another 
experiment is to be tried: the children are to be 
moved into the country, but on to what soil and into 
what type of building we have not yet been told. 

T am, Sir, yours faithfully, 
WALTER EDMUNDS. 

Putney, S.W., March 12th, 1926. 





Obituary. 


WILLIAM PERMEWAN, M.D. Lonp., 
F.R.C.S Ena., J.P. 

By the death of Dr. W. Permewan on March 9th, 
at the age of 61, the medical profession has lost a 
member who distinguished himself in many depart- 
ments of life. 

William Permewan came of a Cornish family, and 
was educated at University College, London, where 
he graduated in medicine in 1886, After holding an 
appointment as surgeon to the Miners’ Hospital, 
Redruth, he went to Liverpool as house surgeon to 
the David Lewis Northern Hospital. Taking his 
M.D. in 1888, he became F.R.C.S. in the following 
vear, and in 1892 took the D.P.H. at Cambridge. 
It was at this time he began to interest himself in 
laryngology, and afterwards he became aural surgeon 
to the Royal Southern Hospital and the Southport 
Infirmary, and in 1914 lecturer in laryngology in the 
University of Liverpool. Dr. Permewan contributed 
numerous articles on diseases of the throat, nose and 
ear to medical journals, and was a vice-president 
of the Liverpool Medical Institution. In his own city, 
however, he was perhaps best known for his interest 
in politics and municipal affairs. From 1901-07 he 
represented Abercromby ward on the City Council 
and served on several of the council’s committees, 
In 1910 he fought one of the keenest political battles 
in the history of Liverpool against Mr. F. E. Smith 
(now Lord Birkenhead), who was standing in the 
Unionist. interest. Dr. Permewan was then a Liberal 
and Home Ruler and wrote a good deal on political 
subjects. His articles in the Fortnightly Review 
attracted attention, and in his political contributions 
he was unusually accurate in gauging the trend of 
public opinion, though in his two attempts to enter 
the House of Commons he was unfortunate in the 
selection of a constituency. Of late years he came to 
the conclusion that a strong Conservative Government 
was needed to counteract the Socialist tendencies of 
the day, and he played a prominent part on the 
Conservative side in recent elections. 

‘Dr. Permewan,”’ writes Sir James Barr, who has 
sent us many intimate details of his friend’s life, 
“was a brilliant conversationalist, an excellent 
debater, and a man of great literary talent. He 
had a splendid voice, and if he had taken up music 
as a profession he might easily have been a dis- 
tinguished operatic singer; his vocal power and 
manner would soon have placed him in the front rank.”’ 

During the war Dr. Permewan was attached to 
the Ist Western General Hospital. In 1901 he married 
a sister of Sir Max Muspratt, and the sympathy felt 
by his friends for his widow and son is greatly deepened 
bv the fact that his brilliant daughter died of appen- 
dicitis only seven weeks before him. Dr. Permewan’s 
funeral on March 13th was attended by a large and 
representative gathering of his fellow-citizens, including 
Lord Mayor. magistrates and aldermen, and the Vice- 
Chancellor of the University. 


THE LATE Dr. O’DONNELL.—Dr. David O’Donnell, 
who died on Feb. 25th at his home at Goole at the age of 55, 
had one of the largest panel practices in the West Riding. 
Born at Waterford, he was educated at Queen’s College, 
Cork, and at Dublin, graduating in medicine at the University 
in 1894. Over 30 years ago he went to Goole, since when 
he has been identified with many of the social and religious 
activities of the town. He leaves a widow, three daughters, 
and one son, who is a medical student. 


THE LATE Dr. J. S. HENDRIE.—Dr. John Stewart 
Hendrie, who was killed in a road accident at Bearpark on 
March 8th, had recently gone to Bearpark as assistant to 
Dr. John Brown. At the time of the accident he was on 
his way to see a patient in response to an urgent call, when 
his motor-cycle collided with a lorry. Dr. Hendrie, who was 
only 23 vears of age, was a native of Ayrshire and graduated 
at the University of Edinburgh last year. 
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Medical ANetus. 


RoyYAL COLLEGE OF SURGEONS OF ENGLAND,—At 
an ordinary meeting of the Council on March 11th, Sir John 
Bland-Sutton, the President, in the chair, Sir Cuthbert 
Wallace (St. Thomas’s Hospital) was elected Vice-President 
in the vacancy occasioned by the resignation of Mr. James 
Sherren. Mr. Gwynne Williams (University College Hospital) 
was elected a member of the Court of Examiners in the 
vacancy occasioned by the resignation of Mr. Raymond 
Johnson. Sir Cuthbert Wallace was also elected representa- 
tive of the College on the Senate of the University of London. 
Dr. W.S. A. Griffith was reappointed a representative of the 
College on the Central Midwives Board. The President was 
appointed a representative of the College to attend a meeting 
of the Royal Society on April 30th in connexion with the 
celebration of the Lister Centenary. Mr. F. J. Steward was 
elected a member of the Committee of Management of the 
Examining Board in England.—The President reported that 
a bust by Nollekens of Dr. Matthew Baillie, and a bust by 
Chantrey of William Wunter Baillie had been presented to 
the College by Miss Hunter Baillie. She has also given five 
volumes containing all the records in her possession relating 
to the Hunter Baillie family, with annotations by herself 
and others. The compilation has been the work of many 
years, and has been throughout a labour of love. In her 
eighty-third year she gives them to the College ‘‘ with the 
sure hope that the profession with which I have had such 
near connexion will go on from strength to strength.’’ The 
best thanks of the Council were given to Miss Hunter Baillie 
for her very interesting and valuable gifts. 

The diploma of Fellow was conferred upon David Levi, 
St. Mary’s Hospital, who has now attained the requisite age. 

Diplomas in Tropical Medicine and Hygiene were conferred 
(in conjunction with the Royal College of Physicians of 
London) upon the following candidates from the London 
School of Hygiene and Tropical Medicine : 

A. K. Abdel-Khalik, M. A. H. Atiya, B. N. V. Bailey, H. L. 
Batra, H. B. Boucher, Gwendolen 8S. M. Chataway, E. E. 
Claxton, A. K. H. El Shurbagi, 8. C. Gomes, G. D. Gordon, 
'. G. Greenwood, J. R. Hayman, Margaret Holliday, 
Laura M. Jacobs, J. J. Keevil, H. D. B. Miller, R. M. Morris, 
E. A. Penny, J. C. Pyper, R. D. Reid, E. A. Struthers, 
A. G. Taylor, L. G. W. Urich, W. J. Webster, Isabel J. 
Woodhouse, L. T. Yiu, and W. A. Young, 


Licences to practise dentistry were conferred upon the 

following 50 candidates : 

Cc. E. 8. Abraham, Univ. Coll.; E. 
J. A. Becker, E. Boyd, D. M. Calder, J. D. Cambrook, and 
J. Chamberlain, Guy’s; H. Christopher, Royal Dental ; 
A. Clements, London; J. C. Curphey, Royal Dental ; 
H. J. Daneel, A. A. Danino, and L. R. Davey, Guy’s ; 
Marjorie. H. Davy, Royal Dental; 8S. Droomer, H. E. 
Edney, T. G. Edwards, A. E. Farara, and W. G. Fenn, 
Guy’s; H. Greenberg, Royal Dental; K. H. Greenwood 
and H. Hall, Guy’s; L. J. Hardy, London; A. G. Hegnauer, 
Royal Dental; W. Hops, Guy’s; A. Jacobs, Bristol ; 
A. A. Jones, Royal Dental; J. P. Lambert, London; 
<. E. Lawton, Paris; /, Lee, Manchester and Royal 
Dental; H. F. Leese, Liverpool: C. F. Linthwaite, Univ. 

; F. D. Manners, Guy’s; E. W. Marthews, Univ. Coll. ; 

. Myerson, London; T. T. Oliver and C, E, Pedley, 
Guy’s; C. F. Preston and J. D. Robson, Royal Dental ; 
I. S. Rutter, F, W. Sander, E. N. Screech, and A. G. Taylor, 
Guy’s; H. C. Thomas, Univ. Coll.; C. H. Tisdall, Royal 
Dental; A. E. Treweek, L. Walters, and F. 8. Warner, 
Guy’s: J. W. White, London; and W. G. Williams, Royal 
Dental. 


Baines, Birmingham ; 


FELLOWSHIP OF MEDICINE AND PostT-GRADUATE 
MEDICAL AssocIATION.—Mr. A. Tudor Edwards will give 
a demonstration in clinical surgery at the Westminster 
Hospital on Wednesday, March 3l1st, at 2 P.M. This demon- 
stration will be free to members and to ticket holders for the 
Fellowship’s general course. Beginning on April 12th, St. 
Peter’s Hospital will hold a two weeks’ course in genito- 
urinary diseases. There will be clinical sessions daily, 
followed by formal lectures every afternoon (including 
Saturdays) by members of the staff. The National Ortho- 
pedic Hospital has also arranged a comprehensive special 
course from April 12th to 24th, for which the fee is fixed at 
£2 2s. From April 14th to May 5th Dr. Heald has organised 
a series of lecture-demonstrations in electrotherapy at the 
Royal Free Hospital at 5.15 P.M. An intensive course in 
proctology is available at St. Mark’s Hospital from April 
19th to 24th. There will be daily sessions from 10 or 
10.30 A.M. until 6 P.M., including Saturday. Instruction 
will be by lecture, by demonstration, and by operative 
demonstration. The course will only be held if 10 entries 
are received by April 12th. Copies of all syllabuses, of the 
general course programme, and of the Post-Graduate Medical 
Journal may be had on application to the Secretary of the 
Fellowship at 1, Wimpole-street, London, W. 1. 





Sir Arthur Keith is to be nominated as President 
of the British Association when it meets at Leeds in 1927. 


UNIVERSITY OF LoNDON.—The title of Professor of 
Physiology in the University has been conferred, as from 
March Ist, 1926, on Dr. J. S. Edkins, in respect of the post 
held by him at Bedford College. He was made reader in 
physiology in 1915. During the war Prof. Edkins was a 
member of the Physiology Committee of the Royal Society 
and of the Grain Pest Committee, and also acted as secretary 
of the Chemical Warfare Medical Committee (a joint com- 
mittee of the War Office and the Medical Research Council) 


UNIVERSITY OF OXFORD. 
Radcliffe Prize will be in 1927. This prize of £50 is awarded 
by the Master and Fellows of University College every 
second year for research in any branch of medical science, 
and is open to all graduates of the University who have 
proceeded, or are proceeding, to a medical degree in the 
University, and passed the last examination for the B.A. 
degree not more than 12 years ago, and are not Fellows on 
the Foundation of Dr. John Radcliffe. Memoirs must be 
received by the Secretary of Faculties, at the University 
Registry, on or before Dec. Ist, 1926. No memoir for 
which any University Prize has already been awarded is 
admitted to competition. 


EARLY MENTAL ILLNESS: CONFERENCE AT 
WaRWICK.—At the instance of the visiting committee of 
the Warwickshire Mental Hospital at Halton, a conference 
has been held at Warwick of representatives of the more 
important general hospitals in the county to discuss the 
question of out-patient treatment for cases of early mental 
illness, Dr. C. H. Bond, of the Board of Control, said tl at 
this was the first conference of the kind and hoped that it 
would result in the general hospitals providing timely treat- 
ment in their out-patients’ departments. A resolution was 
eventually passed urging the desirability of such a course 


MEDICAL CONGRESSES IN Russis.—The Commis- 
sariat of Public Health has organised a series of All Union 
congresses on the following subjects : Tuberculosis (April), 
Ophthalmology (May), Sanitary Inspection of Railways and 
Water Transport (May), Bacteriology and Epidemiology 
(May), Plague (August), Gynecology and Midwifery (May), 
Therapeutics (second half of May). All these congresses will 
be held at Moscow except the one on gynecology, which will 
be held at Leningrad. We are informed by the London repre- 
sentative of the Red Cross Society of Russia (U.S.S.R.) 


The next award for the 


that medical guests from abroad have been made heartily 


welcome at medical conferences in Russia. The Commis- 
sariat of Public Health generally assists scientific visitors to 
obtain visas from the Foreign Office. Medical men wishing 
to attend will be given every help if they apply to Dr. V. N. 
Polovtsev, Russian Red Cross, 150, Southampton-row, 
London, W.C. 1, who states that ‘‘ it is the sincere desire of 
our medical circles to come into friendly touch and coéperation 
with their British colleagues.”’ 


MEDICAL INSURANCE AGENCY.—At a meeting of 
the committee of management held recently at the house 
of the British Medical Association, the following regulations 
were adopted for the administration of the Educational 
Grants (Girls) Fund :— 


(a) It is not at the moment within the bounds of practical 
politics for the Agency to endeavour to establish a school for 
girls on the lines of Epsom College for boys, nor are the Committee 
convinced of the desirability of such a step. 

(b) It is desirable that the Agency should take over and make 
itself responsible for the cost of education, with the contingent 
maintenance, where necessary, of approved girls (daughters of 
deceased or disabled medical men or women) between the ages 
of 10 and 18 should it be considered advantageous to continue 
education and/or maintenance up to the latter age. 

(c) The usual method of selection will be for the Royal Medical 
Benevolent Fund Guild to be asked to submit names and 
particulars of suitable candidates and schools. The choice will 
be made by the subcommittee. 

(d) In the first place three girls will be selected, the responsi- 
bility for others being assumed as and when the funds at the 
disposal of the subcommittee permit. It is estimated that an 
average sum of £100 per annum will be sufficient for each case. 

(e) The foregoing shall not exclude the possibility of the sub- 
committee rendering assistance in cases of deserving and urgent 
emergency at more mature ages. 

(f) Reports as to the progress of girls whose education has 
been undertaken by the Medical Insurance Agency will be made 
to the Royal Medical Benevolent Fund Guild and produced to 
the subcommittee. 

(g) The Agency will be at liberty to terminate its liability should 
altered circumstances render in its opinion the assistance it 
gives no longer necessary or useful. 

(h) The Agency may also withdraw its support after giving 
one term’s notice of its withdrawal should it consider the work 
or conduct of any scholar to be unsatisfactory. 

The Agency then resolved to undertake forthwith the cost 
of education, with the necessary maintenance, of three 
selected girls, the claims for selection being considered at 
length. 
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Royat Socitety OF MEDICINE.—The Society’s 
house and library will be closed from Thursday, April Ist, 
to Tuesday, April 6th, inclusive. 


TUBERCULOSIS Socrety.—A meeting will be held 
on Friday, March 19th, at 1, Upper Montague-street, Russell- 
square, London, W.C., at 8 P.M., when Dr. A. E. Evans, 
Inspector, Board of Control, will read a paper on Tuber- 
culosis in Mental Hospitals, 


HUNTERIAN Socrery.—A dinner meeting of this 
society will be held at Simpson’s Restaurant, 2, Bird-in- 
Hand Court, 77, Poultry, Cheapside, London, on Monday, 
March 22nd, at 7.30 P.M. About 8.30 P.M. a discussion on 
Sterilisation of the Mentally Unfit will be opened by Dr. 
R. A. Gibbons, Mr. Harold Cox, and Dr. R. Worth. 


CONFERENCE ON TUBERCULOSIS.—<As announced in 
our issue of March 6th, a joint provincial meeting of the 
Tuberculosis Society and the Society of Superintendents of 
Tuberculosis Institutions is to be held at Cambridge from 
March 25th to 27th. Information may be had from Dr. 
F. J. Blackmore, Tuberculosis Dispensary, Maxey-road, 
Plumstead, London, S.E. 18. 


RONTGEN Soctrety.—The ninth Silvanus Thompson 
Memorial Lecture will be delivered by Sir John Thomson- 
Walker in the Barnes Hall, Royal Society of Medicine, 
1, Wimpole-street, London, W., on Tuesday, March 30th, 
at 8.15 p.m. His subject will be Radiology in Urinary 
Surgery. 


MepiIcat Socrety oF LONDON.—The annual dinner 
was held at the Grand Hotel, Trafalgar-square, London, 
on March 12th, with Sir Holburt Waring, the President, in 
the chair. The first of a series of admirable speeches was 
delivered by Sir Archibald Garrod, who proposed the toast 
of the Medical Society of London, and alluded to the fact that 
his father, Sir Alfred Garrod, had been its president in 1860. 
In those days Harley-street had been very different. Then 
only 24 doctors were in practice there—and they all lived 
in their own houses. He congratulated the Society on having 
retained its independence when most of the other medical 
societies of London were united in the Royal Society of 
Medicine. The Society’s special merit was that it was not 
divided into sections, and all branches of the profession 
could meet to discuss the same subject. Replying to the 
toast, Sir Holburt Waring cordially agreed with this view. 
The Society, he considered, brought the general practitioner 
and the consultant on to common ground. Speaking of 
its future, he said that, unfortunately, the lease of the 
buildings in Chandos-street would come to an end in about 
16 years, and although the Society’s financial position was 
excellent, it seemed unlikely that the conditions imposed by 
the ground landlord could be accepted as they stood at 
present. Sir Holburt Waring dealt amusingly with the 
contention that Harley-street had only recently become 
overcrowded. In the house where he started practice, he 
said, there had been a nursing home in the roof and a 
veterinary hospital in the basement, besides numerous 
consultants all the way up the stairs.—Mr. Warren Low, 
proposing the toast of the Guests, said that when asked to 
do so he was reminded of the octogenarian who was sentenced 
to 15 years’ imprisonment. ‘‘ My Lord,’ said he, ‘‘ I should 
never live to do it.’”’” ‘* Never mind,” said the judge, ** do 
as much as you can.”” He considered that the Society should 
follow the maxim of John Lettsom, its founder: Facta non 
werba (which an American had translated as ‘“‘ Plenty of 
victuals and no speeches ’’). Mr. Low at first had wondered 
what Dr. Lettsom, as a strict Quaker, would have thought 
of the Society entertaining the head of the Army Medical 
Services. Then he had remembered that Dr. Lettsom 
Quaker or no—had allowed himself to be gazetted as 
physician to the Camberwell Volunteer Infantry! The 
country, Mr. Low continued, was very fortunate in having 
Sir William Leishman in control of its military medical 
service, for he demonstrated in person that a man of science 
could rise to the highest place in that service as an adminis- 
trator. Speaking of the Regius professors, Mr. Low hoped 
that some day the older universities might recognise surgery, 
the shy handmaiden of medicine, by the establishment of 
a chair. Meantime on Sir Archibald Garrod rested the 
responsibility for any abscess opened in Oxford. During the 
Napoleonic wars the Medical Society of London had given 
birth to a child—it might almost be called a war-baby 
which had now become a distinguished old lady and was 
called the Royal Society of Medicine. To the representatives 
of that and other learned societies he extended a welcome. 
He hoped that some day the British Medical Association 
might be able to persuade the public that it was not the 
General Medical Council. Sir William Leishman, in reply, 
said that it must not be supposed that doctors in the services 
did not take the greatest interest in the profession as a whole. 
They were watching with interest the public encouragement 
of irregular medical methods, for this might have a practical] 





and awkward application in time of war. 
on as at present the medical services would be forced to 
provide osteopathic or Christian scientist healers for th: 
troops, and every officer and man would have to wear an 
enlarged identity disc stating what form of treatment he 
preferred in given circumstances. These different 
tioners would take so much space behind the lines that 
reinforcements could not be moved into the line. Speaking 
more seriously, Sir William Leishman said that he hoped 
that the profession would always be able in an emergency 
to provide men who could do any ordinary medical or surgica! 
work efficiently. Mr. Townsend, Master of the Clothmakers’ 
Company, also returned thanks to the Society on behalf of 
the guests.—Dr. E. M. Callender then proposed the 
President’s health. Sir Holburt Waring, he said, was 
worthy to succeed those who had gone before him—some of 
whom had been the greatest men in the profession. Sir 
Holburt Waring, in his reply, said that the Society was 
prospering greatly. The attendance for the year had been 
76 per cent. above the average. This, however, he attributed 
to the work of the secretaries, Mr. J. E. H. Roberts and 
Dr. F. G. Chandler. He proposed a toast to them, which 
was honoured enthusiastically, and they briefly replied. 


If things went 


practi 


RoyYAL COLLEGE OF PHYSICIANS OF LONDON.— 
Sir Thomas Horder will deliver the Lumleian lectures on 
March 23rd, 25th, and 30th at 5 p.m. at the College. His 
subject will be Endocarditis, and any member of the medical 
profession will be admitted on presentation of a card. 


UNIVERSITY OF LIVERPOOL.—At a meeting of the 
Council, held on March 2nd, Emeritus Prof. W. Thelwall 
Thomas, Ch.M., F.R.C.S., was nominated representative of 
the University on the General Medical Council, in succession 
to the late Dr. Richard Caton. 


UNIVERSITY COLLEGE HosprraLt.—The annual 
general meeting was held on March 18th, when an account 
of the year’s activities was given, and the progress of th« 
Rockefeller Foundation gift and the completion of the new 
maternity home was recorded, 


UNIVERSITY OF DuUBLIN.—The Board of Trinity 
College, Dublin, has appointed Dr. T. Percy C. Kirkpatrick 
honorary lecturer in the history of medicine in the University 
of Dublin. Dr. Kirkpatrick holds the degrees of M.D. and 
Litt.D. of the University of Dublin; he is a Fellow and the 
registrar of the Royal College of Physicians of Ireland, and 
a member of the Royal Irish Academy. Dr. Kirkpatrick 
is the author of several well-known books on the history of 
Irish medical institutions, including the School of Physi 


in Ireland, the Rotunda Hospital, and Dr. Steevens 
Hospital. 
HospiITraL TAX IN QUEBEC.—A Canadian corre- 


spondent last week drew attention to various schemes pro- 
posed for raising money to reduce the deficit on hospitals. 
A Bill has now been introduced in the Quebee Legislature 
to provide that on every meal taken in a restaurant and 
costing over one dollar (48, 2d.) a tax of 5 per cent. shall be 
imposed for the support of hospitals. 


CONVALESCENT HOME FOR DERBYSHIRE MINERS. 
On the recommendation of the Derbyshire District Welfare 


Committee a grant of £110,000 has been approved to 
establish a convalescent home on a site of four acres at 
Skegness given by the Derbyshire Miners’ Association. 


Provision will be made for 150 patients (including 30 women) 
and a permanent staff of about 15. 


ASSOCIATION OF SPECIAL LIBRARIES AND INFORMA- 
TION BUREAUX.—A meeting will be held at the Institution of 
Mechanical Engineers, Storey’s Gate, London, S.W., at 
2.30 P.M., on Monday, March 29th, to inaugurate th« 
Association, whose object is to facilitate the codrdination 
and systematic use of sources of information in science, 
industry, commerce, and public affairs generally. When 
fully developed it will be a clearing house for those wishing 
to get into touch with specialised knowledge. Further 
information may be had from the Organising Secretary. 
38, Bloomsbury-square, W.C. 1. 


AN AMERICAN TOUR 


IN Evrope.—About 250 
American and Canadian 


members of the Interstate Post- 
graduate Medical Association of North America, of which 
Lord Dawson of Penn is president, will arrive in Paris 
on May 7th to make a post-graduate tour of Italy, Switzer- 
land, Czecho-Slovakia, Austria, Germany, Holland, anc 
Belgium, ending at Brussels on June 26th. The committee 
invites up to 25 British medical men to join the tour. 
Further particulars may be had from Mr. Philip Franklin, 
hon, sec., Foreign Relations Committee of the Association, 
27, Wimpole-street, London, W. 1. 
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Parliamentary Intelligence. 


NOTES ON CURRENT TOPICS. 
Lead Paint Poisoning. 

On Monday, March 15th, Sir WiLLiIAM JoyNson-HIcKs 
(Home Secretary) presented the Lead Paint (Protection 
Against Poisoning) Bill, a measure to make better provision 
for the protection against lead poisoning of persons employed 
in painting buildings. The Bill was read a first time. 


HOUSE OF LORDS. 


THURSDAY, MARCH 11TH. 
Coroners Bill. 

On the motion for the second reading of the Coroners 
(Amendment) Bill, 

The LoRD CHANCELLOR said that the main objects of the 
Bill were: (1) to carry out the recommendations of a 
committee which reported in 1910 on coroners ; (2) to replace 
by permanent provisions the provisions of an Act of 1917, 
the Coroners (Emergency Provisions) Act, which reduced 
the minimum number of a coroner’s jury to seven, anda 
provision in the Juries Act, 1918, which enabled a coroner 
to dispense with a jury altogether in a certain limited class 
of cases; and (3) to deal with a point which was raised in 
debate last May in the House of Lords—namely, the preven- 
tion of unnecessary duplication of proceedings before 
coroners and justices. This was an amending Bill, and if 
it was passed, consolidation would become necessary, but 
it was proposed to reserve that consolidation for a later Bill. 
Clause 1 of the Bill required that coroners should have a 
professional qualification, either medical or legal. There 
was a saving proviso for persons who had served for a 
period of not less than five years prior to the commencement 
of the Act as a franchise coroner or a deputy to a county 
or borough coroner. The provision which prevented an 
alderman or councillor of a county or borough from acting 
as a coroner was extended, and there was a provision which 
abolished the requirement that a county coroner must 
possess land in fee—a qualification which seemed no longer 
to be necessary. Clause 3 made provision for the appointment 
of a coroner for the Isle of Wight. Hitherto, under a special 
clause, the Governor of that Isle had been appointed coroner 
and he had appointed a deputy, but with His Majesty’s 
knowledge and approval it was proposed to abolish that 
old system. By Clause 4 it was proposed to abolish another 
old system—namely, that of franchise coronerships as from 
the next vacancy, and incidental to that to enable the 
Sovereign, if he desired it, to relinquish the right to appoint 
a franchise coroner in the Duchy of Lancaster. The existence 
of these franchise coronerships had long been an obstacle 
in the way of a convenient and economical rearrangement 
of coroner districts, and he thought that this alteration would 
lead to economy as well as greater efficiency. By Clause 5 
borough coroners, like county coroners, would be paid by 
salary instead of by fees. Everyone who was cognisant 
of the system of payment of these county officers would 
agree that the payment of a salary was better than payment 
by casual fees, which might vary. It was sometimes said, 
he thought without foundation, that the fee system induced 
the coroners to multiply inquests. Clause 6 enabled the 
council to call upon a coroner to retire upon pension and 
fixed the maximum amount of pension. There was also a 
provision to enable the coroner to retire voluntarily, or on 
medical grounds. Clause 11 provided for the rearrangement 
of county coroners districts. Under the present law it was 
done by Order in Council—a somewhat inconvenient and 
cumbrous method—and it was now proposed to allow the 
Secretary of State on certain applications to make an order 
for that purpose. Clause 12 made permanent Section 7 of 
the Juries Act, 1915. This enabled a coroner to dispense 
with a jury altogether in certain cases, but it had been 
suggested that safeguards were necessary before that could 
be done, and accordingly some additional safeguards were 
contained in this Bill. The Bill provided that a jury must 
be summoned if it appear to the coroner (a) that the 
deceased came to his death by murder, manslaughter, or 
infanticide ; or (b) that the death occurred in prison or in 
such a place or in such circumstances as to require an inquest 
under any Act other than the Coroners Act, 1887; or— 
and he thought this was new—(c) that the death was caused 
by an accident, poisoning, or disease notice of which is 
required to be given to a Government Department or to 
any inspector or other officer of a Government Department, 
under or in pursuance of any Act ; or (d) that the death was 
aused by an accident arising out of the use of a vehicle in 

street or public highway; or (e¢) that the death occurred 





in circumstances the continuance or possible recurrence of 
which is prejudical to the health or safety of the public or 
any section of the public. He thought their lordships would 
agree that those were useful safeguards and would secure 
in those cases in which a public inquest by a jury was espe- 
cially desirable that a jury should be called. Clause 13 made 
the viewing of the body obligatory only on the coroner 
himself. Clause 14 extended the power of the coroner to 
accept the verdict of a majority of the jury, and also in other 
cases of disagreement to discharge the jury and begin the 
inquest afresh, instead of adjourning it to the Assizes as at 
present. Clauses 15 and 16 were intended to meet the 
difficulty which had arisen where two deaths arising from 
the same cause might have occurred in different jurisdictions. 
In those cases it might be necessary at present to hold two 
separate inquests by two separate coroners. This clause 
would enable a body to be taken by order into another 
jurisdiction, so that only one inquest might be necessary. 
Clause 17 enabled an inquest to be held by direction of the 
Secretary of State even when the body was destroyed or 
otherwise not available. Clause 18 enabled a second inquest 
to be held where the High Court was satisfied that by reason 
of the discovery af new facts or evidence it was necessary 
or desirable in the interests of justice that another inquest 
should be held. Clause 19 related to cases of suspected 
murder, manslaughter, or infanticide. Considerable difficulty 
sometimes arose in those cases from the clashing or simul- 
taneous holding of the coroner’s inquest and the inquiry 
before the magistrates, and he thought that in cases of this 
kind the inquest should be suspended pending the criminal 
inquiry. This clause gave effect to that idea. It required 
that in certain cases of this nature the coroner should, in the 
absence of reason to the contrary, adjourn the inquest until 
after the conclusion of the criminal proceedings. He might, 
if he thought fit, discharge the jury, and then, after the 
conclusion of the criminal proceedings, he would resume 
the adjourned inquest if he was of opinion that there was 
sufficient cause to do so. It was provided that where the 
inquest was not resumed the coroner must furnish the 
particulars necessary for the registration of the death. 
It was added that whether the jury was the old jury or a 
new one, the issues decided in the criminal proceedings were 
not to be canvassed at the coroner’s inquest. Clauses 20 
and 21 provided for certain post-mortem examinations or 
analyses being made without holding an inquest. The 
first schedule contained a graduated scale which had been 
the subject of discussion with those who represented the 
coroners and which he understood gave satisfaction. He 
hoped their lordships would give a second reading to the 
Bill. 
After discussion the Bill was read a second time. 


HOUSE OF COMMONS. 
WEDNESDAY, MARCH 1OTH. 


Hours of Labour in Shops. 

Mr. TAYLOR, in asking leave to bring in a Bill to amend 
the Shops Acts, 1912 and 1913, said there was no occupation 
in the country which employed so large a number of young 
persons and women as the retail distributive trades, and it 
was well known from medical statistics that their long hours, 
and particularly their standing, caused a great deal of bad 
health among them. The workers in the distributive trades, 
unfortunately, were not covered by the Washington Con- 
vention and therefore it might be that they would be likely 
to be outside any general legislation. At the present time 
there was with two exceptions no legal limitation of the 
hours of labour so far as the mass of shop assistants were 
concerned. The first of these exceptions was that young 
persons under the age of 18 were not permitted to be 
employed for more than 74 hours per week inclusive of meal 
times, and the second exception was that persons in the 
refreshment trades were not permitted to be employed 
for more than 65 hours per week exclusive of meal times. 
The first clause of this Bill provided for a legal 48-hour week. 

Leave to bring in the Bill was granted without a division, 
and the measure was brought in and read a first time. 


Deaths from Excessive Drinking. 
Mr. Scurr asked the Home Secretary whether he was 


aware that inquests were held in London during 1925 
on 17 persons in which the verdicts attributed the cause of 
death to excessive drinking, most of the cases being due to 
the increased habit of drinking methylated spirit; and 
whether he proposed to introduce legislation to secure that 
this spirit should be rendered unpalatable for drinking 
purposes.—Sir W. JoyNson-Hicks replied : The figure given 
by the hon. Member is correct and compares favourably 
with the corresponding figures for 1923 and 1924, which 
were 31 and 35 respectively. I cannot confirm that the 
beverage was methylated spirit, but on that assumption the 
figures give some reason to hope that the introduction of 
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pyridine as an ingredient, which began on May Ist, 1924, has 
had beneficial results ; and the suggestion is supported by 
a substantial decrease in 1925 of the number of persons 
convicted of drunkenness whose condition was reported as 
being due to methylated spirit. The preventive measures 
already adopted appear to be deserving of further trial 
before the question of further measures is considered. 


Sickness and Disablement Benefits. 

Dr. VERNON Davies asked the Minister of Health the 
rate of sickness and disablement benefits granted to a man 
invalided from either of the fighting services of the Crown 
for pulmonary tuberculosis under the National Health 
Insurance Act.—-Mr. N. CHAMBERLAIN replied : The normal 
rates of sickness and disablement benefits for men are 
15s. and 7s. 6d. a week respectively. These rates are increased 
by amounts varying from Is. to 5s, a week for sickness benefit, 
and by half these amounts for disablement benefit, in the 
case of men who are entitled to additional benefits from their 
approved societies. 


Tuberculous Service Men and Pensions. 

Dr. VERNON DAVIEs asked the First Lord of the Admiralty 
if he had formed any opinion as to how the conditions of 
Service had caused or contributed to the disease of pulmonary 
tuberculosis for which 14 officers and men were invalided 
out of the Service in the years 1923, 1924, and 1925, for 
conditions which had been decided as attributable to the 
Service ; if pensions had been granted these officers and men 
on account of their disability ; and, if not, what compensation 
had been given them.—Mr. DAvipson replied: I regret 
that on further investigation it is found that in seven cases 
only was the disease finally decided to be attributable to 
the Service and not 14 as implied in a previous reply. In 
five of these cases pensions have been granted by the 
Admiralty. In the remaining two cases the disease was due 
to service in the war and the claims were accordingly dealt 
with by the Ministry of Pensions. The conditions of service 
causing the disease in these cases were: (a) continuity of 
disease or allied diseases during service and aggravation by 
service in small craft; (6) extraordinary exposure and 
hardship in submarine service; and (c) infection while 
nursing cases of pulmonary tuberculosis under exceptional 
exposure. 

Death Statistics in England and Wales. 


Mr. Ruys DAVIES asked the Minister of Health if he would 
furnish a return giving the following particulars for England 
and Wales for each year during the past 30 years—namely, 
total deaths from all causes; deaths certified by registered 
medical practitioners ; inquest cases; uncertified deaths 
reported to coroners; and uncertified deaths not reported 
to coroners.—Mr. N. CHAMBERLAIN replied: The following 
is the best information available in reply to the question : 


Deaths Registered in England and Wales, 


On Uncertified. 
coroner’s - 
cert. Reported 
(inquest to 
cases). coroner, 


On 
medical 
cert. 


Year Total. Not 
reported to 
coroner, 


526,727 482,109 
1897 5AL,ART 496,515 
1898 552,141 507,541 
1899 99 534,446 
1900 5} 30 539,712 
1901 5 5 504,818 
1902 490,091 
1903 470,346 
1904 505,004 
1905 475,918 
1906 486,892 
1907 480,151 
1908 476,359 
1909 474,548 
1910 441,480 
1911 483,998 
1912 443,966 
1913 462,447 
1914 472,804 
1915 515,441 
1916 463,939 
1917 456,699 
1918 570,735 
1919 466,068 
1920 429,456 
1921 458,710* 424,166 
1922 486,829" 450,996 
1923 444,869* 40 
1924 473,270* 43 
1925 473,006* 


32,990 
33,869 
34,159 
36,608 
36,861 
36,781 


1896 


520,456 
518,003 
483,247 
527,864* 
486,967 * 
505,026* 
516,778* 
562,253 


6,666 
6,333 
6,160 
6,279 


504,254* 


466,130 


30,346 
30,776 
31,108 


32,701 


* Note.—The required analysis is only obtainable in these 
years from the provisional Quarterly Returns, and the total 
shown in the first column may therefore differ slightly from the 
figure published after correction. 





THURSDAY, MARCH 11TH, 
Cost of Naval Medical Service. 

On the motion ‘ that Mr. Speaker do leave the chair” 
on the House going into Committee on the Navy Estimates 
for 1926-27, 

Mr. AMMON said that the medical service seemed to be 
costing far more than it ought to cost per head in the navy, 
and he could not see why it could not be codrdinated under 
one head and thus help to simplify the routine work of 
administration, save a considerable sum of money to the 
country, give greater efficiency, and knit the Services closer 
together as a whole than at the present time. 

Commander BELLAIRS said he thought that the demand 
of the House for a Ministry of Defence was due to the fact 
that it was so difficult to bring about coérdination through 
the agency of the House, its Estimates Committee, or its 
Public Accounts Committee. He had pleaded for single 
hospitals in naval ports to deal with military and naval needs. 
It was not until the Geddes Committee was set up that they 
succeeded in getting the recommendation carried through 
for single hospitals for the Army, Navy, and the Air Force. 
But how were they defeated ? The Government immediately 
appointed the head of the Army Medical Service to confer with 
the head of the Naval Medical Service, and these gentlemen 
sat down and said, ‘‘ We will give a sop to the Geddes 
Committee. You naval fellows give up Gibraltar and we 
of the army will give up Malta’’; and then, having given 
that they shut the lid down on any further reform 
on the matter. Therefore, the House in despair, naturally 
asked for a Ministry of Defence. 

The motion was agreed to by 196 votes to 113. 


sop, 


Government and the Factory Bill. 

Major GLYN asked the Home Secretary whether he would 
consider the desirability of introducing the Factory Bill, with 
the clauses relating to hours of labour left out, for the purpose 
of information and consideration, and to indicate the inten- 
tions of the Government.—-Sir W. JoyNson-Hicks replied : 
As I have previously explained, the Government desire, if 
possible, to arrive first at an international understanding on 
the general question of hours of labour. For that and other 
reasons the Bill cannot be passed into haw this 
I propose, however, to meet what I understand to be the 
wish of many hon. Members by introducing the Bill for 
purposes of consultation and discussion later in the session. 


session, 


The Handling of Foodstuffs. 

Colonel Day asked the Minister of Health if his attention 
had been drawn to the recommendation contained in the 
book recently issued by the Royal Sanitary Institute to 
deal with the handling of foodstuffs : and whether he would 
see that the suggestions were acted upon.——-Mr. N. CHAMBER- 
LAIN replied: Yes, Sir; I have received a copy of the book 
which contains a number of valuable suggestions as to the 
handling of food. Many of them, as the authors recognise, 
are more suitable as a basis for propaganda than for statutory 
regulations, and I hope that they will receive due publicity. 
The subject of clean food is under the constant attention of 
my department, and regulations on such questions as meat, 
milk, and food preservatives have recently been made or 
published in draft, 

Me dical Service 8 in the Navy. 

Commander BELLAIRS asked the Financial Secretary to 
the Treasury whether the Committee of Investigation into the 
rates of pay of the medical services of the Navy and Army 
and of the new medical service of the Air Force would be 
allowed to investigate the proposal for a unified medical 
service for all the fighting forces.—-Mr. R. MCNEILL replied : 
The report of the Weir Committee of 1923 on the amalgama- 
tion of services common to the Navy, Army, and Air Force, 
and the consequential conclusions of the Government as 
explained to the House on May 30th, 1923, have been made 
available to the Committee. I am not in a position to antici- 
pate the nature of the Committee’s report. 

Venereal Disease and Vaccination. 

Captain FAtmRFPAx asked the Minister of Health if the records 
of his department showed any cases where venereal disease 
was directly caused by vaccination ; and, if so, what number 
of cases in 1923, 1924, and 1925 respectively.—Mr. N. 
CHAMBERLAIN replied : There is no record in my department 
of any such cases since the Vaccination Act of 1898 came into 
operation, and I am advised that the use of calf lymph, 
which became general after that Act, renders it impossible 
for venereal disease to be transmitted by vaccination. 

Indian Revenue from Opium. 

Mr. Scurr asked the Under Secretary of State for India 
the revenue derived by the Government of India last year 
from opium.—-Earl WINTERTON replied: Figures for the 
year 1924-25 are not yet available in this country. The gross 
revenue from opium of the central and provincial governments 
in 1923-24 was £5,331,000, 
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MonDAY, MARCH 15TH. 
Indian Subordinate Medical Service. 

Colonel APPLIN asked the Under Secretary of State for 
India whether he was aware that no promotions to com- 
missioned rank had been made in the Indian subordinate 
medical service since 1923; and, in view of the number 
of qualified men who were eligible for and awaiting promotion, 
would he take steps to ensure that their claims were dealt 
with at once.—Earl WINTERTON replied : The circumstances 
were brought to my noble friend’s notice by the Anglo- 
Indian deputation which waited upon him last summer. 
The Government of India are being asked for an early report 
on the subject. 

Army Medical Service. 

On the motion “ that Mr. Speaker do now leave the chair ” 
on the House going into Committee of Supply on the Army 
Estimates for 1926-27, 

Sir L. WORTHINGTON-EVANS (Secretary of State for War) 
said that last year he had drawn attention to the number of 
candidates for enlistment who had been rejected as unsuitable 
on physical and medical grounds, The number was still very 
high. Out of 89,277 candidates, 52,200 were rejected on 
physical or medical grounds, or about 58 per cent., which 
was almost exactly the same proportion as last year. The 
normal system of promotion in the army up to the rank of 
major would not be changed, but officers of conspicuous 
merit would be selected for and granted accelerated promo- 
tion. All promotion above the rank of major would be by 
selection. 

The motion ‘ that Mr. Speaker do now leave the chair ”’ 
was carried by 190 votes to 85. 

The House then went into Committee, Captain FITzroy 
in the chair. ‘ 

Major-General Sir RICHARD LUCE called attention to the 
present position of the Royal Army Medical Corps. He 
said it was time that the House realised the deplorable 
condition to which that corps had been driven, because of 
the fact that it was unable to obtain the necessary recruits 
to make up the deficiencies that were taking place. The 
establishment of the R.A.M.C. in officers, reduced after the 
war, was now 900; it was something like 1000 just before 
the war. Now, instead of being 900 as the establishment 
allowed, it was at present only 794. That was due almost 
entirely to the fact that they were unable to obtain officers 
to join the corps. The corps was very well organised when 
war broke out in 1914, and it did what was expected of it. 
If there was any breakdown at all in the medical services 
during the war it was not in the R.A.M.C, but in the Indian 
Medical Service where public opinion had not been brought 
to bear and where economy had been over-exerted. The 
very success of the R.A.M.C. was its undoing. Immediately 
after the war the economies began and it seemed that the axe 
not only cut off all the branches, but slipped down and cut 
the roots as well, until the very sustenance of the whole tree 
was in danger. Ever since it had been slowly dying from 
lack of proper nutriment. What were the causes of the 
present unpopularity of the corps? It was partly due to 
the fact that the pay, which was fairly satisfactory before 
the war, had not been increased in proportion to the increase 
of pay of other branches of the army. A captain’s pay in 
the R.A.M.C. had been increased by only 74 per cent., 
whereas the pay of a captain in a line regiment had been 
increased by 88 per cent. ; a major’s pay had been increased 
by 49 per cent., as compared with 97 per cent. for a major 
in a line regiment. The increases of retired pay had been 
grossly inadequate for certain of the ranks, so much so that 
at the present time an officer who left the service as a major 
actually got less than he would have got before the war, 
in spite of the rise in the cost of living of 75 per cent. above 
normal. There had been other grievances in the matter of 
allowances to officers serving in India. The result had been 
that, whereas it required 45 new recruits every year to make 
up the wastage in the R.A.M.C., it had only been able for 
the last three years to get an average of 10, and there was 
a vearly loss of about 35 officers. In a few years it would be 
quite impossible to carry on. They were hardly able at the 
moment to perform those duties which were expected of 
them, much less the duties which would be expected of them 
in war. They could only carry on at all at the present time 
by employing a considerable number of civil medical 
practitioners in those places where the R.A.M.C. officers 
should be employed. The result was that a number of 
officers who had to serve abroad was much larger than it 
ought to be. This shortage acted in a sort of vicious circle. 
It made the corps more unpopular because the shorter the 
numbers the harder it was on those who were left. They 
had to do far more foreign service, were moved much more, 
and the senior officers who were left—there were practically 
no juniors—had to do work which was normally done by 
junior officers. As the officers of the corps became more 
and more discontented, it acted in such a way as to prevent 


‘ 





fresh officers joining. The difficulties of this corps had been 
pointed out for at least two years, but up to last October 
nothing was done to redress the grievances or improve the 
service. Last October a committee was appointed by the 
Cabinet to inquire into the services not only of the R.A.M.C. 
but of the Navy and the Air Force. That committee was 
still sitting. Various recommendations had been made to 
it for the improvement of the corps generally ; first in the 
matter of pay, especially those in the middle ranks, majors 
and lieut.-colonels, who suffered most because their expenses 
were heavier ; secondly, for the removal of the grievances to 
which he had referred ; and, thirdly, the question of granting 
of a position on the Army Council to the Director-Generai 
of the Medical Service. This was considered to be one of 
the most important considerations. It was of the utmost 
importance. The medical service had always been at a dis- 
advantage compared with other branches. It was of the 
utmost importance if that service was to be maintained that 
it should have a distinct and separate voice in the control 
of army matters. The committee would soon issue its 
report, and then the Government would have an opportunity 
to restore this important branch of the service to popularity 
and well-being. If they insufficiently appreciated the need 
a very heavy responsiblity would rest upon them. Should 
another emergency arise with a R.A.M.C., reduced in strength, 
insufficiently prepared and organised, who could tell what 
grave scandal might occur and what would be the declaration 
of the people when they found such a thing happening ? 
He knew that the Secretary for War appreciated what was 
happening to the corps, but he appealed to the whole 
Government and to public opinion. 
The vote was agreed to. 


TUESDAY, MARCH 16TH. 


GOVERNMENT Economy BILL: REDUCED STATE 
INSURANCE GRANT. 

Mr. CHURCHILL (Chancellor of the Exchequer), in moving 
the second reading of the Economy Bill, said that the first 
proposal was to reduce the State contribution to Health 
Insurance from two-ninths to one-seventh for men and 
one-fifth for women. This would effect a saving of over 
£2,750,000. The contribution of the State to the Widows and 
Old Age Pensions Bill was £5,750,000 and the Old Age 
Pension was granted at 65. This substantially reduced the 
liabilities for which the Health Insurance fund was respon- 
sible by taking off'from the beginning of 1925 every contributor 
between 65 and 70. That was to say, at the very period of 
life when sickness benefits were at a maximum and would 
relieve the fund of a responsibility actuarially computed at 
upwards of £37,000,000. The surplus of the Health Insur- 
ance Fund was to-day estimated at no less than £65,000,000. 
Of this £13,000,000 was due to be spent over the next five 
years in additional benefits. The Royal Commission had 
reported that after providing these large additional benefits 
there would be a surplus of over £2,000,000 per annum after 
meeting also the cost of medical benefit for which this Bill 
also made provision, Of course, it would be very agreeable 
to apply this surplus in still further extending the benefits 
and it would be easy to unfold many very desirable plans for 
spending the money. Such plans would, however, auto- 
matically attract an additional State grant of £500,000, and, 
therefore, the increasing prosperity of the insurance fund 
would from that very fact throw an increasing burden upon 
the over-strained Exchequer. The Government had, there- 
fore, decided on a general view of the financial situation 
that the time had come when the State contribution to 
National Health Insurance could, both in justice and in 
prudence, be reduced as provided in the Bill. 

Mr. SNOWDEN moved the rejection of the Bill. 

Dr. DRUMMOND SHIELS said the first essential in the 
social health insurance system was a complete medical scheme, 
not only a general practitioner's scheme as the present 
service was, but a scheme which would give all expert advice, 
both medical and surgical, and all remedial and curative 
agencies such as dental and optical treatment, and all kinds 
of institutional treatment with skilled nursing, and with the 
help of such accessories as X rays, massage, light treatment, 
and so one which could not be given in the miserable 
homes in which so many of the workers lived. The report 
of the Royal Commission suggested that the various medical 
services organised by the State should continue to expand 
both in scope and in the range of the persons to whom they 
applied. The proposals of the Government in this Economy 
Bill were made in the face of the findings of an impartial 
Royal Commission, which recommended the continuance of 
the Health Insurance service in the present system of 
contribution partnership, and with its present State grants. 
If the provisions of this Bill were accepted in respect of the 
reduction of the State grant it would mean first an alteration 
of the original terms of the partnership and a dislocation of 
the finance of the scheme; it also meant thrusting some 
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societies into deficiencies and applied a new guarantee of 
solvency by the State so far as the payment of treatment 
and minimum cash benefits were concerned: and it also 
meant the postponement of the extended system of dental, 
optical, and other medical benefits. This so-called economy 
by the Government was a declaration that they did not 
realise the importance of this great health system to the 
workers of the country. 
Miners and Small-pox Infection. 

Colonel Day asked the Minister of Health for what reason 
his department refused to sanction the payment of com- 
pensation to miners resident in the area of the Wath-upon- 
Dearne urban district council who were prevented trom 
working owing to the danger of infection from small-pox. 

Sir K. Woop replied : My right hon. friend is advised that 
is was not necessary, with a view to preventing the spread 
of infection, for these men to cease their employment. It 
is understood, however, that the local authority admit their 
responsibility for the advice given to the men to cease work 
and desire accordingly to pay reasonable compensation. In 
these circumstances my right hon. friend is willing to 
consider further representations from the authority on the 
question of sanction. 

Colonel Day asked if the hon. gentleman considered that 
the local medical officer of health was incorrect when he 
stated that infection might be caught by these men if they 
went to work.—Sir K. Woop: No, Sir. I make no such 
statement.—Mr. W. THorneE asked if there were any reasons 
why these men should not be given work while there was a 
small-pox outbreak. They could not prevent them from 
walking about the streets.—Sir K. Woop replied that he 
had already stated that it was not necessary to prevent 
these men looking for employment.—Mr. T. WILLIAMS asked 
if Sir K. Wood said that the medical officer of health was 
entirely wrong.—Sir K. Woop replied in the negative. He 
had already stated that he made no comment on the action 
of the medical officer, one way or the other. 





Che Serbices. 


ROYAL NAVAL MEDICAL SERVICE. 

THE following appointments are notified :—Surg.-Comdrs. : 
J. L. Priston and G. L. Buckeridge to the President, addl., 
for duty in Medical Dept., Admiralty, and as assistants to 
Medical Director-General; J. G. Boal to the President, 
addl., for three months’ post-graduate course ; P. L. Gibson 
to the Tamar, addl., for Hong-Kong R.N. Hospital; and 
Cc. H. Hawe to the Tiger. Surg. Lt.-Comdr. J. G. Sinclair 
to the Effingham. Surg.-Lts. D. C. Drake to the Mantis and 
A. L. McDonnell to the Montrose, addl. (on relief), to be 
accommodated in the Vampire. 

ROYAL ARMY MEDICAL CORPS. 

Maj. C. Kelly, half-pay list, late R.A.M.C., retires on 
account of ill-health. 

Capt. C. Armstrong is placed on the half-pay 
account of ill-health. 

ARMY DENTAL CORPS. 
Temp. Capt. A. A. McMullan, from Gen, List, to be Capt. 


TERRITORIAL 
Lt. C. A. R. McCay to be Capt. 
Lt. 8S. Orchard (late R.F.A., T.F.) to be Lt. 
TERRITORIAL ARMY RESERVE OF OFFICERS, 
Capt. F. M. Halley, from Active List, to be Capt. 
Sanitary Companies.—Capt. 8. Summerson, from Active 
List, to be Capt. 


list on 


ARMY. 


ROYAL AIR FORCE. 
Flying Officer G. P. O'Connell is granted a permanent 
commission in this rank. 

P. Hederman and E. J. Mockler are granted short 
service commissions as Flying Officers for three years on 
the Active List. ia Sk 

INDIAN MEDICAL SERVICES. 
5. Lt.-Col. W. M. Houston, health officer, Port of Bombay, 
acts as Presidency Surgeon, First District. The services of 
Dr. W. P. Robson, officiating Chief Inspector of Explosives, 
have been placed with the Army Department. Maj. H. J. 
Holgate acts as Superintendent, Special Prison, Aden. 
Dr. J. F. C. Rose-Meyer, Deputy Superintendent, Mental 
Hospital, Benares, has been posted to reserve duty at 
Allahabad. Lt.-Col. Dunn has been nominated a member 
of the United Provinces Medical Council. Dr. C. H. Mason 
officiating civil surgeon, has been confirmed Civil Surgeon, 
The following have been granted leave: Dr. A. M. Watts, 
Medical Officer in Charge, Dufferin Hospital, Lucknow, 





Maj. H. Scott, Professor of Pathology, 
Medical College, Lucknow; Dr. O, 
Charge, Chakrata District, Dehra 
Illius, Civil Surgeon, Mussoorie ; 

Civil Surgeon, United Provinces. 


King George’s 
H. Gade, Civil Medical 
Dun; Lt.-Col. H. W. 
and Lt.-Col. W. D. Wright. 





Medical Biarp. 


SOCIETIES. 


House, Piccadilly, W. 

25th. 1.30 PLM. Papers to he read: 

The Secretion of Pituitrin in Mammals, 

Perfusion of the Isolated Kidney of the 
Dog. (Communicated by Prof. T. Rh. Elliott.) H. W. 
Florey and I. Carleton: Rouget Cells and their 
Function. (Communicated by Sir Charles Sherrington. 
Papers to he read in title only: Seana King: Oowenesis 
in Oniscus Asellus, (Communicated by Prof. E. & 
Goodrich.) R. M. Sargent The Relation between 
Oxygen Requirement and Speed in Running. (Com 
municated by Prof. A. V. Hill.) 

ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W 

MONDAY March 22nd.—8 P.M., ODONTOLOGY, Blood films 
and kymographic records of hearts will be shown at 
7.30 P.M, Mr. F. N. Doubleday : Action of Local Anws 
thetic Solutions on Living Cells, 

TUESDAY.— 5.30 P.M., MEDICINE, Discussion on Modern 
Methods of Control of Infectious Disease, opened by Sir 
John Robertson, 

W EDNESDAY.—5 P.M., COMPARATIVE MEDICINE, Dr. J. F. 
Halls Dally: Ultra-Violet Radiation in Man. Mr. E. 
Middleton Perry: The Therapeutic Effects of Ultra 
Violet Rays and High-frequency Currents in Animals 
(illustrated by lantern slides). Prof. Leonard Hill will 
open the discussion. 

THURSDAY.—8.30 P.M., UROLOGY, 
Swan (President): Some Notes 
shoe Kidney. Mr. E, D’Arcy 
ture of the Bladder. 

FRIDAY.—5 P.M., STUDY OF 
at 4.30 P.M.) Dr, E. A. 
and Brittle Bones ; 
Winnicott : 


ROYAL SOCIETY, Burlington 
THURSDAY, March 

k. B. Verney : 

as shown by 


Mr. R. H. Jocelyn 
on Cases of Horse- 
McCrea: The Muscula- 


DISEASE IN CHILDREN. (( 
Cockayne : (1) Blue Sclerotics 
(2) ? Hanot’s Cirrhosis, Dr. D. W, 
Three Cases illustrating Post-encephalitic 
Hyperpnea, Dr. N. Hobhouse: Juvenile Parenchy- 
matous Neuro-syphilis.—8 P.M., EPIDEMIOLOGY AND 
STATE MEDICINE, Prof. W. J. Wilson: An Account of 
Typhoid Fever in Northern Ireland. The Library will 
be open until 10 P.M. 
MEDICAL SOCIETY OF 
Cavendish-square, W, 
MONDAY, March 22nd. Prof. Blair Bell, Dr. 
. G, Adami, Sir Lenthal Cheatle, and others: The 
Use of Lead in the Treatment of Malignant Disease. 
MEDICAL SOCIETY FOR THE STUDY OF VENEREAL 
DISEASES, 11, Chandos-street, Cavendish-square, W. 
FRIDAY, March 26th.—8.30 P.mM., Dr. G. Riddoch and Dr. 
P. Panton: Marriage and Syphilis. A discussion will 
follow. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, S.W. 
TUESDAY, March 23rd.—5 p.M., Sir Thomas Horder: 
Endocarditis (first Lumleian Lecture). 
THURSDAY.— 5 P.M, (second Lumleian Lecture), 
ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln's 
Inn-fields, W.C. 
MONDAY, March 22nd.—5 P.M., 
Affections of the Kidneys. 
FRIDAY.—5 P.M., Sir Arthur Keith : 
Conditions. 


NATIONAL HOSPITAL 


LONDON, 11, Chandos-street, 


8.30 P.M., 


Mr. Shattock: Surgical 


Spina Bifida and Allied 


FOR THE 


PARALYSED AND 
EPILEPTIC, Queen-square, Bloomsbury, W.C. 1. 


POST-GRADUATE COURSE: FEBRUARY-MARCH, 
CLINICAL LECTURES AND DEMONSTRATIONS, 

MONDAY, March 22nd.—2 P.M., Out-patient Clinic: Dr. 
Hinds Howell. 3.30 P.M., Mental Deficiency: Dr. Birley. 

TUESDAY, Mar, 23rd.—?2 P.M., Out-patient Clinic: Dr. Walshe. 
3.30 P.M., Cerebral Vascular Disease, I1.: Dr. Adie. 

THURSDAY, Mar. 25th.—2 P.M., Out-patient Clinic: Dr. 
Kinnier Wilson. 3.30 Pp.M., Physiology of Muscular 
Contraction: Dr. Martin. 

FRIDAY, Mar. 26th.—2 P.M., Out-patient Clinic: Dr. 
3.30 P.m., The Cerebro-spinal Fluid in Syphilis : 
Greenfield. 

The fee for the Course, including Pathology lectures, is £5 5s. 
For those who hold Perpetual Tickets the fee is £3 3s. 

Mr. Armour and Mr. Sargent operate at the Hospital on 

Tuesday and Friday mornings at 9 A.M., or at such other 
times as may be announced. 
part of the Course may be taken separately. Special 
arrangements will be made for those unable to take the 
whole Course. 
Fees should be paid to the Secretary of the Hospital at the 
Office on entering for the Course. 
J. G. GREENFIELD, Dean of Medical School. 
HOSPITAL FOR SICK CHILDREN, Great Ormond-street, W.C . 
THURSDAY, March 25th.—4 Pp.m., Dr. A. M. H. Gray 
Pyogenic Infections of the Skin. 


1926. 


Adie. 
Dr. 


Any 
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FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, London, W. 

MONDAY, March 22nd, to SATURDAY, March 27th. 
HOSPITAL FOR CONSUMPTION, Brompton, 8.W. All-day 
Course, second week, Operations, lectures, and 
demonstrations from 10.30 A.M.—HAMPSTEAD GENERAL 
HoOsPITAL, Haverstock-hill. Second week of Course 
for Practitioners in all departments of the Hospital 
throughout the demonstrations.-LONDON SCHOOL 
OF HYGIENE AND TROPICAL MEDICINE, Endsleigh- 
gardens, N.W. Tuesday and Thursday, 2 P.M., 
Dr. Low and Dr. Manson-Bahr: Special lecture- 
demonstration illustrated by cases in hospital. 
CHELSEA HOSPITAL FOR WOMEN, Arthur-street, S.W 
Post-graduate Course in Gynecology. Daily opera 
tions, lectures, demonstrations, &c. (Third week.) 
Further information from the Secretary of the Fellow- 
ship of Medicine. 

NORTH-EAST LONDON POST-GRADUATE COLLEGE, 
Prince of Wales’s General Hospital, Tottenham, N. 

MONDAY, March 22nd.—10 A.M., Surgical Out-patients : 
Mr. W. E. Tanner. 10.30 a.M., Gyneecological Opera- 
tions: Mr. A. E. Giles: Throat, Nose, and Ear 
Operations: Mr. W. Ibbotson. 2 P.M., Medical, 
Surgical, and Gynecological Clinics, Operations. 
6.30 P.M., Venereal Department. 

TUESDAY.—? P.M., Medical, Surgical, Throat, Nose, 
Clinics, Operations. 4.30 P.M., Dr. A. 
Value of the Reflexes in Diagnosis. 

W EDNESDAY.—10,.30 A.M., Surgical Operations: Mr. E. 
Gillespie. 2 P.M., Medical, Eye, and Skin Clinics, 
Operations. 5.30 P.M., Venereal Department. 

THURSDAY.—10.30 A.M., Dental Out-patients: Mr. E. 8. 
Pierrepont. 2 P.M., Medical, Surgical, and Throat, Nose 
and Ear Clinics, Operations. 5 P.M., Operations. 

FRIDAY.—10.30 A.M., Eye Operations: Mr. N. Fleming. 
2 p.M., Surgical, Medical, and Children Clinics, Opera- 
tions. 3 P.M., Gynecological Clinic. 6.30 P.m., Venereal 
Department, 

MANCHESTER ROYAL INFIRMARY 
LECTU REs. 

TUESDAY, March 23rd.—4.15 P.M., 
Forms of Acute Appendicitis. 

Fripay.—4.15 P.M., Dr. J. Wharton: 
Ophthalmic Cases. 


and Ear 
Whiting : 


POST-GRADUATE 


Mr. C. Roberts: Atypical 


Demonstration of 











Appointments. 


M.D. Glasg., has been 
Scottish Board of Health. 
B.S. Lond., F.R.C.S. Eng., 
the Central Lenion 


DOUGLAS, CHARLOTTE A., 
Medical Officer to the 

MANN, Iva C., M.B 
Assistant Surgeon to 
Hospital. 

YaTEs, H. B., M.B., B.Ch. Camb., F.R.C.S. Eng., Part-time 
Demonstrator in Anatomy in the University of Sheffield. 

St. Thomas’s Hospital: MAXWELL, L. B., M.B., B.Ch. Camb., 
Medical Secretary to the School; CoLe, L. B., M.B., B.Ch. 
Camb., M.R.C.P. Lond., Resident Assistant Physician ; and 
CooKE, A. M., M.B., B.Ch. Oxf., Medical Registrar. 

Certifying Surgeons under the Factory and Workshop 
Davies, I. H., M.B., Ch.B. Liverp. 
District of the County of Denbigh): 
L.R.C.P. Lond., M.R.C.S. Eng. (St. 
County of Pembroke). 


appointed 


D.O.M.S., 
Ophthalmic 


Acts: 

(Cerrig-y-Druidion 
PaRRY, G. W. V., 
David's District of the 





Pacancies. 


For further information refer to the advertisement columns, 


Accrington, Victoria Hospital.—H,.S. £150. 

Belgrave Hospital for Children, ¢ ‘lapham- -road, S.W. 
and Asst. H.P. Each at rate of £100. 

Birmingham City Mental Hospitals.—Asst. 

Bristol Mental Hospital.—Sen. Asst. M.O. 

Central London Ophthalmic Hospital, 
w.c.—Sen. and Jun. H.S. At 
respectively. 

Central ,~— Throat, 

Ww. 


—H.P., H.8., 


M.O, 
£550. 
Judd-street, St. 
rate of £100 


£350. 


Pancras, 
and £50 


Nose, and Ear Hosp., 
Hon. Asst, Out- Patie nt Reg. 

aumake C ‘ounty Council.— Dist. Tub. M.O. 

Evelina Hospital for Children, Southwark, S. 
of £120. Also Hon. Asst. Aural 8. 

Hampstead Borough.—Four Consulting “Obstetric a 

Hospital for Diseases of the Throat, Golden-square, —Med. Reg. 

Hospital for Sick Children, Great Ormond- ped Ww .C.—H.S., 
H.P., and Asst. Cas. O. £50 in each case. 

Hospital of St. John and St. Elizabeth, 40, Grove End-road, N.W. 
Res. H.P. and H.S. At rate of £100 and £75 respectively. 

Hull and Sculcoates Dispensary.—M.O. £500. 

Leamington Spa, Warneford General Hospital.—Res, H.S. 

Liverpool, Walton Institution, Rice-lane.—Res, Asst. M.O. 

London Lock Hospital, 283, Harrow-road, W.— 
£150. 

Manchester, Ancoats Hospital.—H.S. At rate of £100. 
Asst. M.O. in Ven. Clinic. £1 1s. per clinic. 

Manchester Babies’ Hospital, Burnage-lane, Levenshulme. 
Res. M.O. At rate of £125. Also Non-Res. Clin, Asst, At 
rate of £50. - ’ : 

Manchester Children’s Hospital and Northern Hospital for Women 
and Children.— Pathologist. £400. 

Manchester Committee on Cancer.—Pathologist. £1000. 

Manchester Royal Infirmary, Roby-street.—Res, M.O. Also Asst. 

M.O. At rate of £200 and £100 respectively. 


Gray’s Inn-road, 


£600. 


H.S. At rate 


£150. 
£200. 
Second H.S8. 


Also 





Metropolitan Asylums Board, 
Mount Vernon Hospital, 
Actino-T herapeutist. 
National Hospital for the Paralysed and Epileptic 
W’.C.—Orthopeedic 8. 
a: -upon- Tyne Hospital for Sick Children.- 
Res, M.O. 
Northumbe viend 
Hexham, 
Norwich, 
Oxford, 


Asst. Pathologist. 
Northwood, 


£700, 
Middleser.—Hon. Asst, 
, Queen-square, 


Sen. and Jun 
At rate of £120 and £100 respectively. 
County Council, Wooley Sanatorium, 

Asst. Med, Supt., &c. £600. 

Norfolk and Norwich Hospital.—H.S. £120. 

Radcliffe Infirmary and County Hospital. 
Hon, Asst. P., and Hon, Asst. 8, 

Paddington Green Children’s Hospital, WwW. 
Each £150. 

Prince of Wales’s General Hospital, 
and one H.P, At rate of £120, 
H.P. At rate of £90, 

Redhill, Surrey, Royal Earlswood Institution.— 
£256 

Roe ia Infirmary and Dispensary.—Jun. 

Royal Dental Hospital of London, 32, Leicester-square, W.C. 
House Anesthetist. 10s, 6d. per attendance. 

Boye, National Orthopedic pees, 234, Great Portland-strect 

H.S. At rate of £150. 

a. ‘Westminster Ophthalmic King 
Strand, W.C.—Asst. 8. 

St. Andrew’ $ Hospital, Devons-road, Bow, E..— 

St. Leonards-on-Sea, Buchanan Hospital, 

Sheffield Royal Infirmary.- Jun. Aural and Ophthalmic H.S. 

Southampton County Borough.—Tuberculosis O, £750. 

South London Hospital for Wome n, South Side, Clapham Common, 
S.W.—H.P. and three H.S.’s._ All at rate of £50. 

Stockport Infirmary.—Hon. P. and Hon. 8.’s. 

Sunderland Borough Mental Hospital, Ryhope. 
£500, 

University of London, 
of Hygiene 
London 
Radiologist. 
Willesden Urban District 

4 guineas per session. 

Wrerham and East Denbighshire War Memorial Hospital. 
Asst. P.’s., Ophth. 8., Pathologist, and Dental 8. 

The Chief Inspector of Factories, Home Office, London, S.W..- 
announces a vacancy for a Certifying Factory Surgeon at 
Kilmarnock (Ayrshire). 


Births, Marriages, and Deaths. 


BIRTHS, 
CHANCE,—On March 11th, at Clarges-street, W., 
Dr. R. Maxwell Chance, of a daughter. 
CoRKEY.—On March 13th, at Epsom, the wife of I. 
M.C., F.R.C.S., of a son. 
THS. 


DEA 
Llanbedr 


12th, at 
MeMurray Dickson, 


nea: 


Hon. &., 


H.P. and HS. 


Tottenham, N. 
Also Jun. 


Two H.S.’s 
H.S. and Jun, 
Jun, 


Asst. M.O 


H.S. £200. 


Hospital, W illiam-street, 


Med. Supt. £1000. 
H.S. £150. 
£80, 


—Asst. Med. Supt. 
King’s College for Women.—Head of Dept. 
and Bacteriology, &c. £400, 

West Hospital, Hammersmith-road, 


W.—Hon. Med. 


Council.—Consulting Ophth. §&. 


-Hon,. 





the wife of 


W. Corkey, 


Dic non. —QOn March 

. Wales, David 

. ‘RO .P., aged 34. 

MILTON.—On Feb, 23rd, suddenly, in Cairo, 

Francis Ralph Septimus Milton, F.R.C. 

PERMEW AN.—On March 9th, William Permewan, 
J.P., of Normanton-avenue, 

A fee of 7s. 6d. 

Births, 


Hall 
M.C., 


Sanatorium 
M.R.C.S., 


on his way to India, 
» M.R.C.P. 

MLD. F.R.C.S., 

Liverpool, aged 61 years. 

is charged for the insertion of Notices of 
Marriages, and Deaths. 


N.B. 


RoyaL MEDICAL BENEVOLENT Funp.—At the last 
meeting of the Committee 48 were considered and 
£629 voted to 42 applicants. following were some of 
the cases relieved : 

M.B., 1882, married, has been an invalid for 25 years and has 
the constant attention of his wife. Their total income amounts 
to £156 per annum, and the house they live in is their own. 
Rates average 14 guineas per annum. One daughter, aged 34, 
is married with three children and lives in Rhodesia. Voted 
£30 in 12 monthly instalments. 

Daughter, aged 58, of L.R.C.P.& 8S. who died in 1878. Has 
been a nursery governess and mother’s help, but is now only 
able to do very light work. She is at the end of her resources. 
Friends gave her some help. Board-residence amounts to 28s. 
a week Voted £18 in 12 monthly instalments. 

Widow, aged 69, of M.B. who died last year. Husband had been 
in receipt of a grant four months prior to his death. Applicant 
is at present living with married daughter who is unable to give 
any monetary help. Total income £20 from investments. 
Friends gave £26. Board-residence amounts to 25s. a week. 
Voted £26 in 12 monthly instalments. 

Daughter, aged 71, of M.D. who died in 1859. Applicant asks 
for assistance as her sister, who was a grantee of the Fund, 
died at Christmas. Applicant received from friends £52 and 
she made £14 by plain sewing. ‘The rent of her cottage is 4s, 6d. 
a week, and rates £5 per annum. Voted £5. 

Widow, aged 68, of L.R.C.P. & 8S. who practised in the north 
of England and died last month after some years of illness. 
Husband had been in receipt of an annuity from the Fund of 
£40 per annum and also had the Old Age Pension. An adopted 
daughter lives at home and contributes £1 a week out of her 
earnings of 30s. a week. Applicant has no income whatever 
apart from the daughter’s money. Voted £26 in 12 monthly 
instalments. 

Subscriptions may be sent to the Hon. Treasurer, Sir 
Charters Symonds, K.B.E., at 11, Chandos-street, Cavendish- 
square, London, W. 1 


cases 
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Aotes, Comments, and Abstracts. 


PUBLIC HEALTH IN 
1914-24. 

NELIGAN, M.D. Lonp., 

D.T.M. & H. CAMB., 


PHYSICIAN TO H.M, LEGATION, TEHRAN; BRITISH REPRESENTATIVE 
ON THE PERSIAN SANITARY COUNCIL, 


PERSIA, 


By A. R. 


M.R.C.S., 


No connected account of public health questions in 
Persia has been published since the year 1910, except for 
a report by the writer on the influenza epidemic of 1918.' 
Reasons are not wanting for collecting in a single paper 
information which, though available, is scattered through 
numerous reports and minutes. The following are some of 
them. 

1. The difficulty of obtaining (for reasons which will 
appear) correct information on the epidemiology of Persia 
and on sanitary matters in general in the country; this 
applies to residents and must do so with greater force to 
authorities abroad. Thus, in the Times of May 5th, 1924, 
in an article on the ‘“* Ravages of Malaria,’ the Persian 
Sanitary Council was represented as having reported to the 
League of Nations that “ recurring epidemics of cholera, 
plague, relapsing fever, small-pox, typhoid, typhus, and 
malaria, lasting sometimes several years have occurred 
throughout Persia during the last 11 years.”’ This alarming 
account was exaggerated, to say the least of it, and the 
Sanitary Council must be excused direct responsibility for it. 
It was, however, to be read in the light of an appeal to 
the League from Tehran for help in combating malaria. 

2. The importance of studying from time to time Persia’s 
position in the international sanitary situation. Foyers of 
plague have been described ; are there any to-day? Are 
any of the other great epidemic diseases endemic? Is 
Persia a channel for the transmission of disease from east 
to west ? 

3. Changed communications with Persia. After the 
Bolshevik revolution the usual route between Europe and 
North and Central Persia was closed and replaced by the 
long journey via Bombay, the Persian Gulf, and Mesopo- 
tamia. Now this latter route is falling into disuse and the 
new trans-desert route from Beyrout to Bagdad has again 
brought Persia within 10 or 12 days of London. Incidentally, 
this same route, continued via Iraq and the Persian Gulf, has 
brought India within nine days of the eastern Mediterranean. 

1. The extension of railways to two fresh points on 
Persia’s frontiers. In the south-east the line from Quetta 
to Nushki has been prolonged to Duzdab on the Persian 
side. In the west the military railway made by the British 
Army from Basra to Bagdad was continued to Quraitu on 
the frontier. Later, in 1921, the terminus was withdrawn 
to Khanikin, 18 miles from the Persian frontier. 

5. The introduction of motor transport and therefore of 
more rapid internal communications, 

6. The opportuneness of describing any progress made 
in sanitation, medical education, and the practice of medicine 
in Persia. 

7. The fact that during the war and after it parts of 
Persia were fought over and occupied by British forces. 

Lastly, the “opium question.” Recent international 
discussions have brought out its importance, and no account 
of public health matters in Persia can omit it. 


Geography and Climate. 

Reference has been made to the difficulties experienced in 
obtaining accurate sanitary information about Persia. It 
will be well to start by describing some of them, all the more 
so that if they are realised much that comes later will be 
more easily understood. They are physical and adminis- 
trative. 

Persia covers a bigger area than do France, Belgium, 
Germany, and Spain together, but her population is only 
10 million at the most, of whom 2 million are nomads whose 
yearly migrations cover immense tracts. Except for the 
littorals of the Caspian Sea and the Persian Gulf, the country 
is an elevated plateau 2000 to 5000 ft. above the sea. The 
central and eastern portion is a vast, waterless desert. 
The rest is cut up by high mountain ranges into deep valleys 
and wide plains. These ranges encircle the desert in their 
general tendency to run from north-west to south-east. 
They cut off one district from another and make communica- 
tion difficult. Main roads are few and bad; journeys are 
slow even by motor-car. The difficulties of travel are 


’ Reports on 
Report on the 
Health, 


Public Health and Medical Subjects. No. 4. 
Pandemic of Influenza, 1918-19. Ministry of 





increased by heat in summer, by snow in winter, and by 
floods in spring. There are no railways, though the towns 
of Tabriz and Duzdab are connected with external systems. 
There are many hundreds of miles of mountain or desert 
frontier and of lonely sea-coast. Telegraphic and postal 
communications are possible only with the larger towns and 
along the main routes. 

A word about climate to conclude this short sketch of the 
physical features of Persia. That of the plateau is dry and 
exhilarating ; the sun is seldom clouded; the rainfall is 
low (8 to 12 in.) and is limited to the period October to May. 
The hot summer is followed by a cold winter, and the 
thermometer, which may reach 120° F, in the less elevated 
parts in July or August, may fall to well below zero in 
higher districts in December or January. The Caspian 
provinces, on the other hand, are damp and depressing with 
their cloudy skies, high rainfall (50 to 60 in.), and moderate 
temperatures. The the Gulf combine high 
humidity with great again the rainfall is low 
8 to 10 in, 


shores of 


heat ; 


Medical Education. 


The efficiency of the health services of a country depends 
on a regular supply of properly trained medical officers. 
Medical education in Persia, in spite of years of experience 
and expense, is, it must be candidly stated, of a very low 
standard. A State diploma has been in existence for some 
i? years. The medical school is at Tehran; it is very 
poorly equipped and the teaching is largely theoretical. 
No are charged. There is a long list of so-called 
professors, two (the lecturers on surgery and bacteriology) 
are French, the others are Persians, some of whom have 
French diplomas. The two Europeans have no say in 
the management of the school. Dissection is not permitted 
by the religious law. Hospital attendance is not compulsory. 
The young diplémés prefer to remain in Tehran or in one 
of the larger towns. There is a great need of well-trained 
doctors, especially in the country districts, and there is no 
source of supply of men adequately equipped, in the modern 
sense of the word, for quarantine work, for special posts 
during epidemics, for the newly-organised and enlarged 
army, or as municipal and provincial health officers. The 
difficulties of the public health authorities at Tehran in 
dealing with emergencies or in obtaining accurate informa- 
tion may well be imagined. Indifferent medical training 
lies at the source of most of these difficulties, and though 
some improvements have been noted of late, it is not easy 
to see how any great advance can be made, unless more 
students are sent abroad, or unless the medical school is 
reorganised under Western supervision. 


fees 


Central Sanitary Administration. 

The Persian Sanitary Council has, except for one short 
interval in 1921, continued to be the chief sanitary authority. 
This body, though a Persian department, has foreign repre- 
sentatives sitting on it, and in this respect resembles the 
defunct Constantinople Board of Health. The President, 
up till the outbreak of the war, had always been one of the 
French doctors in Persian employ. The Persian members 
are 12 membres titulaires, all doctors, together with represen- 
tatives of ministries (Foreign Affairs, Interior), the police 
and customs departments. Besides these there are an 
unlimited number of membres honoraires without votes. 
In 1914 the British, American, French, Russian, and German 
Governments were represented by the medical officers of 
their legations. The Austro-Hungarian Government sent 
a special delegate and the Constantinople Board was also 
represented. Other European members were the medical 
superintendent of the Indo-European Telegraph Department 
(Government of India), the two French professors in the 
medical school, and a veterinary surgeon. The British, 
American, French, and German Legations are still repre- 
sented. There are local sanitary commissions at Tabriz 
and Meshed. 

Up till the year 1921 the council was a dependency of 
the Ministry of the Interior. After the coup d’état of that 
year a ministry of health was formed and the council became 
a purely advisory body for a few months. Then the ministry 
was closed and the council placed under the Ministry of 
Public Instruction. 

As regards the duties of the council, they are primarily to 
deal with epidemics and to make quarantine arrangements 
on the frontiers. As the sole sanitary authority in the 
country, however, it has found itself constrained to take 
the lead in all sorts of parochial questions—public vaccina- 
tion, for instance—and is consulted on every imaginable 
subject having any connexion at all with medicine. It has 
a small annual budget for the expenses of its secretariat, 
and up to the outbreak of the late war it received an annual 
sum of roughly £5000 for dealing with epidemics. This 
payment ceased and requisition had to be made for funds 
as necessity arose. Persia has for years been in a state 
of great financial stringency, and, naturally, the sanitary 
services have not come off best in the struggle to gain the 
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ear of the Treasury. Still, it must be admitted that the 
Government has done its best in difficult circumstances to 
give effect to the recommendations made to it. Another 
source of revenue specially earmarked for the vaccination 
service and the purchase of sera and vaccines—namely, 
a tenth of the tax on vehicles and animals—has lapsed, at 
any rate, in its original form, and of late years only just 
enough has been received to keep the service alive. With 
the introduction of new financial arrangements by the 
American advisors in 1923, a budget for the sanitary services 
had to be presented, and the first, that for 1924-25, amounted 
to £27,000 at par. This did not include the municipal 
services. 

The council holds monthly meetings throughout the year. 
Business is discussed in either Persian or French, and the 
minutes are printed in French. There are three permanent 
commissions—hygiene, finance, and personnel. The Com- 
mission d’Hygiéne holds frequent meetings and during 
epidemics has executive powers. 

The duties of the Sanitary Council may be summed up as 
follows: (1) To act as advisory body to the Persian 
Government on all questions of public health and _ inter- 
national sanitation. (2) To deal with epidemics in the 
country. (3) To organise and supervise the sanitary 
defences of the frontiers. (4) To receive and collate sanitary 
reports. (5) To carry on public vaccination. (6) To 
supervise the importation and distribution of morphine, 
cocaine, and their derivatives. 

Since the above paragraphs were written yet another 
change has been made in the sanitary administration. By 
order of the Sardar Sepah, Prime Minister and Minister for 
War,’ by far the most forceful character in Persian politics 
for many a long day, it has been attached to his department. 
The President of the Sanitary Council has been made 
Director of Public Health Services. The council remains 
as principal advisory body. The financial situation of the 
country is improving, but the standard of medical education 
must be raised for progress to be made in public health 
matters. 

Municipal Health Services. 


In 1919 the Sanitary Council put forward a scheme for 
a health service for the large towns, but little progress has 
been made except in the capital itself. 

In Tehran (population estimated at 230,000) there had 
been a nominal principal medical officer of health for some 
vears, and in 1917 five assistants were given to him, one 
for each quarter of the city. In 1916 a public asylum was 
opened by the police administration and was later trans- 
ferred to the municipality and enlarged. In 1921 the Tehran 
municipality was completely reorganised as an independent 
administration, and a medical service formed. A number of 
treatment centres for the poor were opened: six general, 
one for women, one for venereal diseases, and two dental. 
A municipal hospital of nominally 100 beds was also created. 
In 1918 a poorhouse and an orphanage were opened. The 
former now accommodates some 400 persons and the latter 
some 700 children. In 1923 a creche for foundling infants 
was opened. 

Water Supplies.—In 1923 the municipality assumed 
responsibility for the distribution of water. The supply of 
some towns, such as Isfahan and Resht, is by wells, but in 
most places, including the capital, the water is derived 
from distant underground springs. These are brought to 
where the water is required in artificial channels (qanaats), 
still underground, which gradually approach the surface. 
Thence the water runs in open courses. It is drunk as well 
as used for irrigation and all domestic purposes, including 
the special ablutions of Mussulmans. For the Mussulman 
running water is pure. There are three public laundries in 
Tehran, but it has been found impossible to check the 
washing of clothes in the water channels. As regards 
Tehran, with a magnificent catchment area close at hand 
(the Elburz chain), it would be easy to provide a piped 
water-supply. 

Certification of Death.—The Tehran Municipality introduced 
death certificates in 1922 ; they are collected by the washers 
of the dead. Their value as a basis for mortality statistics 
is limited, however, by the fact that a symptom such as 
ascites is often given as the diagnosis, and that not all 
bodies, though nearly all, are taken to the public washers. 
Further, while the washers have orders to refuse to deal 
with bodies which are not accompanied by a certificate, 
neither a statement as to the cause of death nor the signature 
of the medical attendant is necessary, and the certificate 
is often signed by a medical officer of health. It will be 
seen from the list given below that in the case of more than 
one-sixth of the total deaths in Tehran in a single year the 
cause has been returned as unknown. This is partly to be 
explained by the fact that it is common for doctors to be 
changed several times during an illness, and that the poor 
do not, as a rule, seek medical advice when it is clear that 
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there is no hope of recovery. A medical officer confronted 
with such cases is naturally often unable to state the cause 
of death (the religious law forbids autopsies), but he always 
gives a certificate provided that he is satisfied that there is 
no question of crime. The certificate is therefore in a large 
number of cases simply a permit to carry out the last rites. 
Since, however, the mortality lists issued by the municipality 
are the only statistics of the kind obtainable in Persia, those 
for one year are given below as sufficient to show the principal 
causes of death in the largest city. The list may be taken 
as an average specimen; it is very like those for the two 
previous years. 


List of the Principal Causes and Numbers of Deaths, 
City of Tehran. 
March 21st, 1924, to March 20th, 1925. 
Respiratory system— Urinary system— 
Pleurisy 608 Nephritis ° 
Pneumonia Albuminuria 
Bronchitis. . Incontinence of 
Asthma ..... urine we 
W hooping-cough Other diseases .. 
Other diseases .. 
Circulatory system-- 
Heart disease 
Anremia 
Hemorrhage 
Other diseases .. 
Measles . . 
Small-pox 
Diphtheria 
Influenza 
Erysipelas 
Anthrax 
Typhus fever 
Tetanus. . 
Scarlatina 
Syphilis 
Cancer .. oe 
Diseases of the skin 
Gangrene o* 
Sudden death - 
Debility and old age 
Malnutrition... .. 
Syncope 
Cachexia 
Poisoning 
Murder .. 
Suicide .. mia we 
Unknown causes . . 
—137 Total 
Notes.—The 608 cases of “ pleurisy ’’ certainly include many 
cases of pneumonia, whilst much bronchitis has evidently been 
classed as pneumonia, The deaths from whooping-cough are 
presumably from broncho-pneumonia and the 49 from measles 
might equally well be placed under disease of the respiratory 
system, thus still further adding to the mortality due to this 
cause. The low figure for heart disease (44) is explained partly 
by the fact that acute rheumatism is rare. ‘“ Paralysis ”’ 
certainly includes a number of cases of syphilitic myelitis, and 
ascites includes many cases of malarial cachexia. 


Digestive system— 
Diarrhoea .. .. 
Dysentery.. 
Intestinal 

obstruction .. 
Cholerine 
Enteritis 
Hemorrhoids 
Hepatitis 
Jaundice 
Hernia e, ©0 
Other diseases . . 

Tuberculosis 
Scrofula 

Malaria .. 

Stillbirths 

Typhoid fever 

Ascites .. 


Nervous system 
Apoplexy .. 
Paralysis 
Epilepsy 
Mania = 
Melancholia nf é 
Other diseases . . 


Taking the population of Tehran as 230,000, the total of 
4522 deaths for the year in question works out at a mortality 
of 19-66 per 1000. One-quarter of the total number of 
deaths occurred in infants under one year of age. In the 
three years for which statistics have been published two 
deaths were attributed to appendicitis, three to diabetes, 
three to rabies, one to alcoholism. 

Hyqiene.—There is one schools medical officer for Tehran. 
He is employed by the Ministry of Education. The schools, 
as indeed all the institutions mentioned above, are in 
ordinary houses more or less adapted to the purpose in 
view, and not in special buildings. The municipality has 
drawn up regulations for restaurants, public baths, establish- 
ments where the dead are washed, abattoirs and butchers’ 
shops, and chemists. All the innovations described are steps 
in the right direction and worthy of all praise. Their value 
is, however, diminished by the lack of training of the 
medical personnel. Urban conservancy—progress has been 
made in street cleaning and lighting at Tehran, and a 
water-cart has appeared—public latrines and private closets, 
malaria prophylaxis, drinking-water supplies, protection of 
perishable food, and slaughter-houses are some of the more 
important untouched problems. In the largest towns the 
public baths which play such an important part in the life 
of the people are being improved, and the common hot-water 
tank is giving way slowly to the douche system. 

A simple pit of greater or less depth is still the sole sanitary 
contrivance in Persia; the absorbent nature of the soil in 
the greater part of the country is well suited to it. Uncared 
for, as it frequently is, it becomes an intolerable nuisance 
and danger. In the towns there is a great scarcity of public 
latrines, and most waste pieces of ground are 
squatting places. 

Provincial Services.—During recent years a number of 
sanitary medical officers were appointed for the provinces. 
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Like most Persian health officers, they had had a moderate 
clinical training but no special teaching in sanitation, 
bacteriology, &c. They had no laboratories to which to 
refer and no disinfecting apparatus, or, indeed, supplies of 
drugs. Owing to non-payment of their salaries some have 
left their posts. 

Frontiers. 

As will be evident from the section on epidemics, the 
countries bordering on Persia either have endémic centres 
of plague and cholera, or are liable to outbreaks of those 
diseases. The watching of many thousands of miles of 
frontier is as difficult for her sanitary administration when 
the need arises, as it is for her customs officials. Fortunately 
the need not as continuous; and also, fortunately, the 


is 





for instance, in the case of Lingah in December, 1923. There 
the medical officer found cases of plague landed down the 
coast, probably from Debai on the opposite shore of the 
Gulf, and dealt with them and contacts, so that there was 
no spread of the disease. 

Russo-Persian Frontier.—The trans-Caucasian frontier 
has been defended at important points such as Julfa, where 
the railway line from Tiflis to Tabriz enters 
Shahtakht, and Khudaferin, by means of sanitary posts 
improvised the need arose. There are no permanent 
medical officers, buildings, or disinfecting apparatus. Similar 
conditions exist in the trans-Caspian frontier, where the 
railway from Kraznovodsk approaches Persian territory. 
The points usually chosen for quarantine stations are 
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frontiers are usually crossed or crossable at fairly definite 
points only, while elsewhere arid plains or pathless mountains 
offer an effective barrier to the introduction of epidemics, 
as well as to their spread in the interior. Persia is 
a signatory power of the later international sanitary con- 
ventions. 

Persian Gulf Quarantine Service. 
best equipped is mentioned first. There are at present, and 
have been for the last 16 years, five quarantine stations 
equipped with disinfecting apparatus along the Persian Gulf 
littoral. The Government of India has continued to lend 
medical officers to the Persian Government for this service. 
The chief quarantine medical officer with two assistants 
resides at Bushire, and the subordinate personnel is Persian. 

There is accommodation at each station for first-, second-, 
and third-class passengers, and disinfecting apparatus. Of 
recent years the Persian Government has spent little on the 
buildings, and there is need of landing jetties for small boats. 
As is well known the Persian ports have no harbours and 
ships have to lie off the shore at a distance varying from 
three to nine miles, This entails no small hardship on the 
medical officers. 

A study of the sections on plague and cholera will show 
that the service provides an important obstacle to the intro- 
duction of these diseases from India and the opposite coast 
of the Gulf. To deal with the regular large shipping is a 
comparatively simple matter, and its greatest difficulty lies 
in coping with the cabotage along so many miles of lonely 
coast-line. The inhabitants on the other side of the Gulf 
have an unpleasant habit of fleeing in small craft to the 
Persian side whenever plague appears among them. It 
would seem, however, impossible to design anything better 
than the present line of stations with customs officials and 
other coast watchers in between. That the small boat 
menace can be, and is being, effectively dealt with was shown, 


This service as being the 


opposite Ashkabad, Kaakha, and Sarakhs. On the Caspian 
adequate quarantine stations were built in 1912 at the ports 
of Enzeli and Astara and supplied with disinfecting stoves. 
That at Astara has been practically destroyed by storms and 
the encroachment of the sea. At Enzeli, the most important 
Persian port on the Caspian, the station is in little better 
state as a result of the passage of Russian troops during the 
war and subsequent local disturbances. Medical officers 
are posted at each place. The ports of Mashadi-Sar and 
Bendergez have no quarantine stations ; the doctors of the 
local customs offices carry out port duties in case of need. 

Eastern Frontier.—-The most important trade route crossing 
the Eastern frontier is the railway line from Quetta to 
Duzdab in the Sarhad. This line was continued from Nushki 
to Duzdab during the war and a small town has sprung up 
at the latter place. So far the Persian Government has not 
found it necessary to take any special sanitary measures on 
this route. The Sarhad is separated from India by the 
whole of British Baluchistan, and neither plague nor cholera 
has appeared in that province. 

Western Frontier.—The Turco-Persian frontier is crossed 
by numerous routes, the most important being that which 
runs to Erzerum and Trebizond. There are no quarantine 
establishments. The Perso-Iraqi frontier is crossed by the 
extremely important Kermanshah-Bagdad road at Kasr-i- 
Shirin. This has always been the most important pilgrim 
route in Persia, for it leads through Bagdad to the Holy 
Shiah cities of Najef and Kerbela, to which places, moreover, 
many are taken for burial. Its importance has 
been trebled however of recent years, for during the war the 
British Army in Mesopotamia built a railway to Quaraitu on 
the Persian frontier six miles north of Kasr-i-Shirin, and 
further, after the Russian revolution in 1917, it became the 
principal route into northern and central Persia. Since 
1923, too, when the trans-desert route from the Mediterranean 
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to 
West was still further shortened and the route is likely to 


Bagdad was opened, the journey from Persia to the 
be always a popular one among through travellers. The 
railway terminus has now been moved back to Khanikin, 
18 miles inside the Iraq frontier, whence there is a regular 
motor service into Persia. 

From the sanitary point of view, however, the importance 
of the route will always be its use by pilgrims, and this will 
be discussed under another heading. There are no permanent 
sanitary officers or buildings on the frontier. In times of 
need doctors have been sent to Kasr-i-Shirin, and a 
quarantine station improvised out of tents and old customs 
godowns in very bad conditions. 

To the south of Kasr-i-Shirin there is a customs post at 
Soumara opposite Mandali, and this was used as a quarantine 
post in 1923. Further south still the Anglo-Persian Oil 
Company have, at their refinery on the island of Abadan, 
a fully-equipped port sanitary service (see ‘* Epidemics : 
Plague ’’). During epidemics the same company has inspec- 
tion posts at Sayed Hassan on the Karun River and at 
Dar-i-Khazineh, for traffic going by river or road to the oil- 
fields. At Kut Abdullah below Ahwaz there is an isolation 
hospital and inspection post for boats. 


Pilgrim Traffic. 

The most famous Shiah Shrines, as has been stated, are 
in Iraq. The number of passports issued to pilgrims in the 
last normal year (1921-22) was 14,609, of which over 
11,300 were delivered in Kermanshah. These figures do not, 
however, represent the total number of pilgrims, for several 
members of a family may be on one passport. More than 
half pass between September and November. The greatest 
number passing in a day has been 1000. 

The number of dried corpses passed through Kasr-i-Shirin 
for burial at Kerbela in the year 1922-23 was 4200. There 
is an inspection service in charge of a Persian doctor at 
Kermanshah. A fee is charged, but the receipts of late 
years have not exceeded the expenses of collection. 

Plague is endemic from Bagdad to Basra and the 
pneumonic form has been reported. Cholera also appears 
from time to time. The question of adequate sanitary super- 
vision of the pilgrim traffic along the Kermanshah-Bagdad 
route has therefore always been a source of anxiety to the 
Persian authorities. This has not been diminished by the 
recent provision of more rapid transport by rail and road 
between the interior of Iraq and Persia. While making the 
pilgrimage more easy, it has brought at the same time possible 
centres of infection nearer to the frontier than in the days 
when the journey had to be done with transport animals 
or horse-drawn conveyances. On the other hand, the 
organisation of a health service by the British authorities in 
Iraq has led to early notification and prompt action whenever 
either plague or cholera appears, so that the chances of 
unobserved spread are considerably diminished. Indeed, 
in the year 1923, when there was a sharp epidemic of 
cholera in Iraq, there is little doubt that the energetic action 
of the health service was the principal factor in preventing 
the spread of the disease to Persia. The methods employed 
included an extensive inoculation campaign and a system of 
permits to travel, with numerous observation posts, 


Quarantine Stations. 

Returning now to the pilgrim route itself, it is to be 
noted that at Khanikin on the Iraq side of the frontier, 
the terminus of the line from Bagdad, the Turkish authorities 
had for many years a quarantine station, and that on more 
than one occasion, at the request of the Persian Government, 
they undertook the inspection and disinfection of travellers 
returning to Persia during an epidemic in Mesopotamia. 
The Iraq authorities have recently built a new and up-to-date 
quarantine station at the same town, and in 1923, at the 
request of the Persian Government, agreed to inspect 
travellers en route for Persia during the epidemic of cholera. 

On the Persian side of the frontier there is, as has been 
mentioned, no permanent quarantine station. The Sanitary 
Council has at repeated intervals during the last ten years, 
and indeed during the previous ten also, proposed the con- 
struction of one. The site favoured is near Kasr-i-Shirin, 
a village on the frontier; but the Pass of Paitaq, some 40 
miles within the frontier, has its advocates. The construction 
of an up-to-date establishment has, however, been beyond 
the means of the Government, and the matter is no nearer 
a solution than it was. Perhaps there has been at the 
same time, on the part of those who have held the purse- 
strings, a certain hesitation to launch out into any large 
scheme until a greater certainty of including in it a well- 
trained staff exists. 

There is another possible solution of the difficulty which 
would appear to be both practical and economical. On a 


straight road running between two points and presenting no 
particular natural features, why is it necessary to have two 
quarantine establishments at a distance of 18 miles from 
the 


each other? Could not temporary arrangements 














already described, made on occasion between the Persian 
authorities and those at Khanikin, become permanent and 
the station at that place be made to deal with the traffic in 
both directions ? As a matter of fact this and other sanitary 
questions involved by a common frontier have been the 
subject of proposals by the Iraq sanitary authorities, which 
have been favourably received by their Persian opposite 
numbers. As soon as regular relations have been established 
between Persia and Iraq, the two Governments will do 
well to draw up a common scheme of sanitary defence in 
which their respective health services can take part, to the 
great benefit of both countries. ‘The basin of the Shatl Aral 
and the Kermanshah-Bagdad road will absorb their atter- 
tion at the start. 

In the event of an epidemic in Iraq the Persian Government 
has been in the habit of stopping the pilgrim traffic. At 
the same time the Government of Iraq has, should the 
epidemic be cholera, refused to allow travellers from Persia 
to proceed beyond Khanikin unless provided with certificates 
of recent inoculation. For the present precautions of this 
nature appear to be the best that can be devised for the 
well-being of the two countries. 


The Shrines. 

The shrines of the Imam Rezah at Meshed and of 
Fatimah the Immaculate at Kum attract many pilgrims. 
They are also favourite places of burial. Kum is more 
particularly a local, that is to say a Persian, place of 
pilgrimage. Many better-class people visit it every year. 
In 1919 the attention of the Sanitary Council was drawn to 
the dirty state of the town. In the following year the 
council urged that burial should not be allowed inside the 
town, but so far it has been found impossible to prevent 
the practice entirely. There is no hospital. Kum may be 
reached by motor-car on all the main routes converging on 
the town. 

Meshed is visited annually by many thousands of Persians 
as well as by a number of Indian Shiahs, generally on their 
way home from Kerbela and Najef. Persian authorities give 
the normal permanent population as about 40,000 souls, and 
say that there is a floating population of pilgrims more or 
less in residence of about the same number. There is a 
local sanitary commission under the Sanitary Council. 
Meshed has for part of the city a piped water-supply, and 
is alone in this respect among Persian towns. There is @ 
hospital of 30 beds in connexion with the shrine. Burial 
within the city is still carried on. During the war a good 
road was built from Duzdab in South-East Persia to Meshed, 
and it is still possible for motor traffic. Duzdab is the 
terminus of the railway from Quetta via Nushki. The main 
road from Tehran to Meshed, which carries a heavy pilgrim 
traffic, is not yet fit for regular motor transport. Meshed is 
within three days by horse-drawn vehicles of the Russian 
trans-Caspian railway system. 


Public Vaccination Service. 

This vaccination service, started in Tehran in 1911, has 
made steady progress. It is still directed by the Sanitary 
Council. By 1917 the work had increased so much that 
it was decided to choose a director from among the members 
to reorganise and expand the service, and the writer was 
appointed and held the post until 1920. Committees, on 
which foreign practitioners served, were formed in the 
provincial capitals to superintend the local service, and 
ambulant vaccinators were trained and sent out to the 
villages. 37,000 persons were vaccinated at a cost of roughly 
6d. per head. By the year March, 1924-25 the number of 
vaccinations had risen to 74,500, of which 52,300 were seen 
a second time and 47,200 returned as successful. Unfor- 
tunately it has been found impossible to appoint inspectors. 
Many towns and districts still have no vaccinators and send 
in repeated requests for them. It is entirely a question of 
money, and the activities of the service have of recent years 
been much limited by the want of it. 

Up to 1922 the vaccine was obtained from France. In 
1922 the newly-established Pasteur Institute at Tehran 
provided 35,000 doses, the first that had been made in Persia. 
Since then the Institute has supplied all the vaccine required, 
and it has been of very good quality. Arm-to-arm vaccina- 
tion is still done by barbers, but reports of inoculation have 
not been received of recent years. 


Hospitals. 

Although new hospitals have been opened and improve- 
ments made in existing ones since 1914, Persia is still very 
badly off in this respect, and foreign-supported hospitals 
provide most of the beds. A Government Hospital of 
20 beds for women and children was opened at Tehran in 
1917 under a French lady doctor. It is not equipped for 
major surgical work. In 1921 a military hospital of 200 beds 
was opened on a fine site two miles north of the city. 
Originally built as a hospital some 20 years before on quite 
sound lines, it had been used as a barracks. The staff is 
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partly military and partly civilian, and includes a number of 
Russian nursing sisters. In the same year the small endowed 
Vaziri hospital of 30 beds was taken over by the Government, 
and the French lecturer in surgery in the medical school 
was put in charge. The chief civil hospital at Tehran, 
the ‘“‘ Government Hospital,” of nominally 90 beds, was 
reorganised by British medical officers between 1919 and 
1923. The British Government and the Anglo-Persian Oil 
Company presented a large amount of medical stores and 
equipment to the institution. The hospital of the American 
Mission (55 beds) and the dispensary of the British Legation 
have continued to represent foreign medical work in the 
capital. The Russian Hospital was closed shortly after the 
war. 

During the past 11 years a hospital of 30 beds was opened 
at Meshed in connexion with the shrine, and other small 
hospitals at Tabriz (30 beds), Kerman, Shiraz, Enzeli, 
Malayer, and Shahrud. A small municipal hospital was 
opened at Hamadan. The needs of the provinces, however, 
continue to be met chiefly by the hospitals and dispensaries 
of the British Consulates, the Church Missionary Society, 
and the American Missions. The Church Missionary Society 
has recently opened a hospital at Shiraz and is building a 
women’s hospital at Kerman. The American Hospital at 
Urumiah was unfortunately destroyed during the war; 
the same mission is building a hospital at Meshed at present. 
Finally, during recent years, the growth of the activities 
of the Anglo-Persian Oil Company in Southern Persia has 
brought the best modern medical treatment to districts and 
tribes where doctors did not exist, and they have not been 
slow to avail themselves of the benefits of well-built hospitals, 
X ray plants, laboratories, and dental treatment. 

Nursing in Persia. 

The nursing of the sick presents special difficulties in a 
Mussulman country and has always been, and still is, a problem 
in Persia. Progress has, however, been made during the 
past 11 years through the nurses of British and American 
hospitals who have trained a number of girls, chiefly 
Armenians. Mohammedan girls were trained by the English 
matron of the Civil Persian Hospital at Tehran during its 
reorganisation, and showed great keenness and considerable 
capacity. The introduction of Russian sisters into the 
principal army hospital has been mentioned. The bulk of 
the nursing in Persia is, however, carried on by male orderlies 
of very little instruction. Midwifery has been taught in some 
of the foreign hospitals, and at the women’s hospital at 
Tehran, but the old wise women still hold sway. Some of 
them have received elementary instruction. The village of 
Gulhek, where the British Legation has its summer quarters, 
has now a midwife of its own, a peasant woman who has 
received a short course of training. 

The work of Persian hospitals is gravely hampered for 
want of funds. Special hospitals for infectious diseases and 
tuberculosis are badly wanted, but so are well-trained 
doctors and nurses. 

Pasteur Institute. 

In 1921 the Persian Government opened a Pasteur 
Institute under the direction of Doctor Mesnard, of the 
Institut Pasteur, Paris. Laboratories were fitted up on the 
ground floor of the director’s house and clinical examinations 
for practitioners and the preparation of vaccines were 
undertaken. Later the preparation of vaccine lymph of very 
excellent quality was started. The efficacy of anti-anthrax 
inoculation has been demonstrated by the staff on a limited 
scale. Serums and vaccines from Paris are distributed. At 
the end of 1923 rabies virus was obtained and the Institute 
undertook to treat cases. Rabies is rare in Persia in spite 
of the large number of ownerless dogs and of jackals, but the 
nearest places of treatment in the past had been Tiflis and, 
more recently, Bagdad. Instruction in bacteriology has 
been given to the students of the medical school. 

The Institute has filled a very big gap in medical work at 
Tehran. It has, however, been badly housed and badly 
starved for funds. It is capable of doing much more 
important work, especially in the regions of research and of 
veterinary medicine. The director is to be congratulated 
on much good work done in the face of difficulties. Many of 
them will disappear when the construction (much delayed for 
want of funds) of the new institute with small hospital and 
director’s house attached has been finished. The land and 
the water rights were generously given to the Government 
in perpetuity by H. H. Firman Firma, as well as a sum of 
£3000. 

(To be continued.) 


PROGRESS OF WESTMINSTER HOSPITAL. 


THERE has been a notable increase of work and activity 
since the reopening of the hospital. The in-patients are 30 per 
cent. and the out-patient attendances 3-5 per cent. more than 
in 1922. Simultaneously subscriptions have increased by 
58 and donations by nearly 100 per cent. 





HEALTH 


CONDITIONS IN BRITISH HONDURAS, 


ACCORDING to the annual report presented by Mr. C. 
Douglas-Jones, Colonial Secretary, the general health of the 
colony during 1924 was, on the whole, good. During 
November three cases of yellow fever, one of which proved 
fatal, occurred at Stann Creek. The necessary measures 
were taken immediately to safeguard the capital and other 
districts, and the area was placed under quarantine. At 
the request of the International Health Board, the autopsy 
tissues were forwarded to them for examination. As a 
result of expert diagnosis the Board were of opinion that 
the evidence in this case did not seem to be conclusive 
either for or against yellow fever. There can be no doubt 
that the policy adopted of placing the colony in quarantine, 
however detrimental it may have been to its interest, was 
the correct course. It should be possible with an efficient 
medical staff and competent sanitary department, with 
which the colony is now equipped, to devise some scheme 
by which, under careful observation, suspected cases of 
yellow fever could be reported and placed under observation 
without taking the drastic steps usually adopted, which 
have the result of seriously dislocating the business and 
trade of the colony—perhaps quite unnecessarily. This 
question is under consideration, and the Rockefeller Founda- 
tion is being consulted. The occurrence of the enteric group of 
diseases in Honduras is very rare. Dr. H. B. G. Newham, of the 
London School of Tropical Medicine, in his report on his visit 
to the colony, states that he saw a very suspicious case in 
a man who had lived in Belize (the capital) for many years. 
The Belize Hospital returns show four cases and one death 
during 1924. It is probable that mild cases occur in the 
remote settlements. There were 33 deaths from dysentery 
during the year. In the Belize Hospital 16 cases of amcebic 
dysentery and 10 cases of bacillary dysentery were treated. 
There was a good deal of dysentery of a bacillary type in 
the town of Belize during the months of September, October, 
and November. House-flies were not prevalent in any part 
of the town during the period, and, in fact, house-flies are 
remarkably few there at any time of the year. The rainfall 
was heavy at the time these cases were occurring, and many 
parts of the town were swampy, and the roadside drains, 
where such exist, were constantly full of water. Thirty 
deaths from malaria were certified by medical practitioners 
in 1924. Among the uncertified deaths 280 were ascribed 
to ‘“ fever,”’ and there is little doubt that a large majority 
of these was due to malaria, which also caused an unusual 
number of deaths, mostly among young children, in the 
Indian villages of San Antonio, San Pedro de Columbia, 
and Aguacate in the Toledo district during the months of 
July, August, and September. The history of these cases 
was very closely investigated by Dr. E. I. Vaughan, of the 
Rockefeller Foundation, who came to the colony in connexion 
with the out break of yellow fever in Stann Creek in November. 
His report endorsed the opinion of the principal medical 
officer that these cases were undoubtedly malaria. Pul- 
monary tuberculosis is prevalent. Other forms of tuberculosis 
are not common. Very little fresh milk is consumed in the 
colony, and in Belize tinned milk is universally used. In the 
Belize Hospital during the year there were 48 cases of all forms 
of tuberculosis, and of these 22 died. The vital statistics 
show 39 deaths from pulmonary tuberculosis, all certified 
by medical practitioners. Among the uncertified deaths 
at least 50 were due to this malady. The estimated popula- 
tion of the colony on Dec. 31st, 1924, was 47,132. The birth- 
rate for the year was 38:8 pe 1000, and the death-rate 25-54. 
The highest rainfall was, as usual, at Punta Gorda in the 
Toledo district, which had a total of 160-69 inches, and the 
lowest was at Corozal, which had a total of 30-40 inches. 
Belize had 59 inches. The hottest days for the year were 
August 23rd and Sept. 4th, on which the thermometer 
registered 91-50° F., and the coldest day on Nov. 18th, when 
it registered 57°. 


THE FUNCTIONS OF AN ARCHITECT. 
THE rows of exactly similar houses which are a 
regrettable feature of modern England are mostly the 
work of independent builders. Wholesale design without 


intelligent regard for appearance or convenience is fortu- 
nately less common than it was, for the architect is begin- 
ning to come into his own; but many people are still at 
a loss to know when and why they require an architect's 
services, and how the fullest advantage may be taken of 
his skill and experience. Accordingly the Royal Institute 


of British Architects has prepared a pamphlet which is 
called ‘“‘an attempt to enlighten the minds of those pro- 
posing to build regarding the duties and functions of 


architects, and to explain the necessity for the engagement 
of competent architects in connexion with all building 
work.’’ The pamphlet is successful in doing these things 
in a few words, and we hope that it will be widely read. 
It may be obtained from the Royal Institute of British 





Architects, 9, Conduit-street, London, W, 1. 
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THE BLIND IN GLASGOW. 


ACCORDING to the central register of the blind kept by the 
Scottish Board of Health there were in Glasgow on April Ist, 
1925, the latest date for which statistics are available, 1517 
blind persons in the city, exclusive of 96 of school age for 
whose education the education authority was responsible 
under the Blind and Deaf Mute Children (Scotland) Act, 
1890. The present numbers probably exceed this total. 
More than 800 of them are over 50 years of age, and in most 
cases are in receipt of old age pensions. Of the remainder, 
120 are under training, or are in approved institutions, 
and 145 have applied for technical education but have not 
yet been admitted to institutions. 


OCULAR COMPRESSION IN PAROXYSMAL 
TACITYCARDIA. 


In the Bruzelles-Médical of Jan. 10th Dr. Pierre-Noél 
Deschamps describes two cases of paroxysmal tachycardia 
in which normal rhythm was restored on repeated occasions 
by pressure on the eyeball. He recommends this procedure 
as a method of arresting attacks, and suggests that it should 
be used in conjunction with quinidine, which drug, when 
given during periods of normal rhythm, appears to diminish 
the frequency of the paroxysms. The prompt response to 
this form of reflex vagal stimulation in the two cases quoted 
in this article lends force to the writer’s contention that this 
is a procedure which deserves a trial in a condition in which 
we know of no certain and trustworthy remedy. Some form 
of vagal stimulation, either direct by pressure on the nerve- 
trunk in the neck or reflex by the induction of vomiting, 
or forced respiration, will often abort an attack. The value 
of drug therapy in paroxysmal tachycardia is very difficult 
to assess, for the tendency of the attacks to occur at irregular 
intervals and to terminate spontaneously makes it practically 
impossible to provide an efficient control, and it is only those 
therapeutic methods which produce an immediate effect, 
and can be shown to produce that effect repeatedly, that can 
be safely accredited in the treatment of such conditions. 

WINDOLITE. 

WINDOLITE is claimed by its makers to be a light, flexible: 
and practically unbreakable substitute for glass, letting 
through the ultra-violet rays which are stopped by ordinary 
glass. On account of these qualities, Windolite has, we are 
told, been supplied in considerable quantities to sanatoria 
and schools. The two samples which have been submitted 
to us consist of rolls of wire netting of fine mesh, the inter- 
stices of which are filled with a fairly transparent preparation. 
The netting is made in two grades, the mesh being practically 
the same in the two cases but the thickness of wire is varied 
so as to be nearly twice as thick in one as in the other. An 
examination of the transparency of these samples to the 
light of the iron spark spectrum shows that Windolite is 
more transparent to ultra-violet radiation than is ordinary 
window glass. There is very considerable transmission of all 
wave-lengths up to about 2700 A°.U., and it is well known 
that ordinary window glass does not, as a rule, transmit 
radiation of such a short wave-length as 3000 A°.U. The 
two samples submitted showed about the same degree of 
transmission, but tests made upon different portions of the 
same sample varied to a measurable extent, probably due 
to some variation in the thickness of the preparation filling 
the interstices. 5 

Windolite may be obtained from the makers at 179-185, 
Great Portland-street, London, W. 1. 


SPA TREATMENT IN THE BRITISH ISLES. 


THE current issue of the Prescriber deals with spa treatment 
in the British Isles. The leading article summarises the present 
position in regard to spa treatment of industrial rheumatism. 
It has been pointed out in our columns by Dr. Fortescue 
Fox, of the International Society of Medical Hydrology, 
that a particular feature of British spas is their invigorating 
character, and the leading article in the Prescriber summarises 
the present position in regard to the spa treatment of 
industrial rheumatism. This is a subject into which the 
International Society of Medical Hydrology is making a special 
inquiry and one which has also recently received prominence 
in consequence of the statement of Sir George Newman, the 
Chief Medical Officer to the Ministry of Health, that some- 
thing like £2,000,000 is being spent annually in the treatment 
of the rheumatic group of diseases among insured persons, 
while the time lost to industry through such diseases amounts 
to 3,000,000 weeks or 60,000 years. Dr. Fortescue Fox, 
in dealing with the inter-relation of British spas as health 
centres, believes that ‘‘ the time is not far distant when not 
the spas only, but all other centres along the coast where 
adequate external treatment can be given . will make 
their own particular contributions to the prevention and 
cure of disease.’’ Special articles deal with the history of 
Buxton, the development of Harrogate, the growth of 





Droitwich, and Trefriw in Carnarvonshire. Many well- 
reproduced illustrations add to the interest of a collection of 
details about our British spas which is valuable for reference. 


DR. TIMOTHY BRIGHT AND SHORTHAND. 

AT the sale of Britwell Court Library at Sotheby’s on 
March 15th one of the only two known copies of Dr. 
Timothy Bright’s book on shorthand was sold for £500 
to the agent of Dr. Abraham Rosenbach, the well-known 
bibliographer, of Philadelphia. Timothy Bright’s name was 
recently recalled (THE LANCET, Feb. 27th, p. 475) in an 
article on Medical Inventors. He graduated in me.cine at 
Cambridge in 1579. Nine years later his book, called 
‘‘Characterie, an Arte of Shorte, Swifte, and Secrete 
Writing by Character,” was published in London with 
a dedication to Queen Elizabeth. Timothy Bright’s system 
consisted of 18 symbols, with four slopes for each letter, and 
12 different ways of altering the base, so that each letter 
could represent 48 words. It was necessary for the student 
to learn by heart the signs for 537 words. The other copy 
of Bright’s book is in the Bodleian Library. 


LIVERPOOL HOSPITALS. 

AT the annual meeting of the Royal Southern Hospital, 
Liverpool, on March 8th it was reported that the debt 
had now reached the serious figure of over £26,000. <A 
department may possibly have to be closed down. At 
the annual meeting of the Royal Liverpool Children’s 
Hospital the following day it was announced that income 
was falling short of expenditure by about 10 per cent. 
Both hospitals plead for increased subscriptions from 
corporations and large business firms. At the meeting of 
the Children’s Hospital an employee of the L.M.S. railway, 
speaking of the £100,000 raised last year by workmen’s 
contributions, said: ‘* The railwayman by his contribution 
insures himself and his family for hospital and convalescent 
benefits ’’; and there is no doubt that this expresses a 
widely accepted view and one which vitally affects the 
position of all honorary members of the medical staffs. 
The Children’s Hospital has in view large extension at both 
of the main branches of the institution. At Heswall the 
nurses’ home is being extended and new open-air wards, 
accommodating in all a further 90 patients, are in immediate 
prospect. At the city branch the new building, providing 
further housing for nurses as well as new quarters for the 
resident medical staff, is on the point of completion. 





INFECTIOUS DISEASE IN ENGLAND 
DURING THE WEEK ENDED 
Notifications.—The following 

were notified during the week : 
202); searlet fever, 1643; 
fever, 39; pneumonia, 1242 ; puerperal fever, 47; cerebro- 
spinal fever, 12; acute poliomyelitis, 5; acute polio- 
encephalitis, 1; encephalitis lethargica, 52; dysentery, 7 ; 
ophthalmia neonatorum, 109. There were no cases of 
cholera, plague, or typhus fever notified during the week. 

The notified cases of small-pox were fewer by 93 than in 
the previous week. Since this return was made up a fatal 
case of small-pox, the first since May of last year, has been 
reported from Cambridge. Dr. A. J. Laird, medical officer 
of health for the borough of Cambridge, informs us that 
the victim was a school-girl, aged 134 years, who had not 
been vaccinated. She sickened on March 5th whilst in 
school, and the eruption appeared on March Sth. She was 
seen on the evening of March 9th, and removed to hospital 
at once. She died on the following night. There was an 
eruption of papules, some of which contained blood, on the 
soles of the feet, where there were about two dozen spots 
on each, and on the palms of the hands, where there were 
nearly a dozen spots on each. There was little else on the 
body or on the face. There was some hemorrhage 
(subcutaneous) on one buttock, and from the nose, and also 
subconjunctival hemorrhage. The patient was semi 
comatose from the time of admission to hospital until death. 
It is interesting to note that the parents, who had both been 
vaccinated (the mother in infancy and the father in infancy 
and while in the army), were not conscientious objectors. 
Both their children, however, were unvaccinated. 

A recent report of the medical officer of health for South 
Shields states that among recent cases of small-pox in his 
district were some of confluent type, likely to suffer 
permanent disfigurement. 

Deaths.—In the aggregate of great towns, including London, 
there were 2 (0) deaths from enteric fever, none from 
small-pox, 102 (40) from measles, 8 (3) from scarlet fever, 
59 (9) from whooping-cough, 48 (13) from diphtheria, 
10 (10) from diarrhcea and enteritis under 2 years of age, 
and 97 (12) from influenza. The figures in parentheses 
are those for London itself. For the fifth time during the 
last seven weeks the deaths from measles exceed 100. The 
mortality from influenza is still practically stationary. 
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Lettsomian Hecture 


ON THE 


PRINCIPLES OF TREATMENT IN RELATION TO 
DISEASES OF THE NERVOUS 
SYSTEM. 

Being the Third Lettsomian Lecture* in 1926, delivered before 
the Medical Society of London on March 15th 


By E. FARQUHAR BUZZARD, M.D. Oxr., 
F.R.C.P. Lonp., 
PHYSICIAN TO 8T. THOMAS’S HOSPITAL, 


IN the two previous lectures I have been chiefly 


concerned with principles governing treatment in 
various diseases of the nervous system in which 
structural defects of the brain and spinal cord, 


naturally accompanied by striking departures from 
their normal function, are outstanding features. In 
view of the limitations to repair which are inherent 
in highly specialised nervous tissues, it has often 
been necessary to content myself ‘with the considera- 
tion of measures, either frankly preventive in 
conception, or favouring a process of physical or 
psychological adaptation to permanently altered 
conditions. 

It is now my purpose to discuss governing principles 
in relation to conditions in which disorders of function, 
possibly accompanied by physical or chemical changes 
as yet unexposed, command our attention. Prevention 
and adaptation must again receive their due, and both 
must largely rely for their efficacy on anticipation, 
as well as early recognition of morbid symptoms. 

The prevention of head injuries, although a matter 
which gravely concerns the League of Nations and 
temperance societies, can hardly be reckoned among 
our professional duties, but the prevention and treat- 
ment of the effects produced by head injuries are 
responsibilities with which we are frequently faced 
and which we cannot shirk. The results of blows 
inflicted on the cranium are, especially in their 
immediate consequences, too numerous and various 
for general consideration now, even were I disposed 
or courageous enough, which I am not, to trespass on 
a field of surgery so thoroughly explored by Mr. Wilfred 
Trotter. The subject is one, however, which may be 
approached from another direction by a physician 
who is sometimes called upon to deal with the remote 
effect of such injuries, and who, rightly or wrongly, 
thinks that they are often avoidable. 


PROPHYLACTIC IMPORTANCE OF REST AFTER 
CONCUSSION. 

The particular type of head injury with which I am 
concerned to-night is that in which a blow on the 
cranium results in a period of unconsciousness, short 
or long, unaccompanied by any serious defect in the 
bones of the skull. Such events are very common in 
every-day life, and all doctors must meet many 
examples of them in the course of their practice. 
The period of unconsciousness is attributed to con- 
cussion, and its importance as evidence of injury 
to the brain is often too lightly assessed compared 
with the attention paid to a fracture of the skull. 
But it must be remembered that the brain is a very 
delicate, and sometimes important, organ, whereas 
the cranial bones only serve a useful purpose in that 
they help to protect the brain from direct injury. 

My purpose in raising the question of the treatment 
of head injuries will be best served by the description 
of some typical although fictitious cases : 

A man is thrown from his horse, landing with his head on 
hard ground. He lies motionless and 


unconscious for a 


* Lectures I. and II, appeared in THE 
and March 6th respectively. 
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few seconds or minutes, picks himself up, feels dazed, but. 
in spite of a certain amount of headache, manages with o1 
without assistance to reach his home. He feels a bit shaken 
next day, but his headache is less severe, and he naturally 
expects to be well again very soon. As a matter of fact, he 
finds that his expectations are not fulfilled, and hardly a day 
passes without some hours of headache, generally brought 
on or increased in severity by exertion, mental or physical, 
by fatigue or excitement. The headache is either of the 
bursting character, especially in the early stages, or, later, 
is described as pressure on the vertex or tightness round the 
temples. Before very long the patient becomes anxious, 
irritable, lacking in concentration and decision, complains 


that his memory is at fault, that he cannot sleep, 
and that he thinks at times that his mind must 
be giving way. His condition can be best described 
as that of post-concussional headache 


complicated by 


anxiety neurosis. 

This miserable state would have been prevented had 
the patient gone straight to bed, remained at complete 
rest for a period proportionate to the severity of his 
injury, and only resumed the activities of life by 
carefully graduated steps. 

The difficulties experienced in carrying out this 
preventive treatment are often provided by the 
patient, who either refuses to regard his accident 
as in any way serious or who, having been X rayed 
and assured that there is no fracture of the skull, 
takes no interest in what may have happened inside 
it. Judging from one’s own experience, it is probable 
that at least another 50 years will elapse before the 
lay mind is sufficiently educated to realise that the 
soft structures within the cranium are of more 
functional importance than their osseous envelope. 
Possibly this prophecy might be falsified if the 
profession not only recognised such an obvious 
truth, but consistently and firmly used it as the 
basic principle of their practice. 

How long a period of complete rest should be 
insisted on is a question not easily answered. During 
the war, when many of such patients were under 
military discipline, I saved myself a lot of trouble. 
and the victims of head injuries, such as we are 
describing, much suffering by ordering as a routine 
measure a month in bed for each case. In civil 
practice this is not possible, and the amount of rest 
may be reasonably regulated by taking into account 
the extent of amnesia, especially of the retrograde 
variety, disclosed by the patient, and also the severity 
of the symptoms immediately following the accident. 
the period during which he was dazed, confused, or 
exhibited the symptoms which we place under the 
category of cerebral irritation. In any case, the 
resumption of activity should be gradual, and can 
be usefully employed as a test for the adequacy of 
the rest which has been enforced. There can be no 
other alternative treatment, and its simplicity is its 
chief and only objection. As an adjunct a dose of 
bromide, 10 or 15 gr., should be given twice daily. 
partly in order to allay restlessness and depression, 
partly as a prophylactic measure against possible 
epileptic tendencies. It is even desirable that this 
medicinal precaution should be persevered with for 
some months after active life has been resumed. 
May I add that the success of the treatment I have 
outlined is much more likely to be achieved if the 
patient is taken into the confidence of the doctor 
and is frankly told that the measures are necessary. 
not so much for symptoms which are present, but 
in order to prevent months of suffering in the 
future. 

We have yet to consider the treatment of the patient 
who has neglected or failed to seek advice for weeks 
or months after his injury, and who comes for assist- 
ance in the condition I have described as that of 
post-concussional headache complicated by anxiety 
neurosis. Quite briefly he will require rest in bed, 
more lengthy and perhaps more secluded than that 
already referred to, the administration of suitable 
sedatives and analgesic drugs, and the application 
of psychotherapy appropriate to his individual 
anxiety or anxieties. For it must be remembered 
that the psychological picture may by this tim: 

N 
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have become complicated by additional complexes, 
even by some, perhaps, of sexual complexion. 


** CONTUSION HEADACHE.”’ 


May I now remind you of another not uncommon 
sequel to a comparatively slight head injury, the 
pathology of which has been lucidly expounded to 
this Society within recent times by Mr. Trotter.’ 
In contrast to the concussion effects just described, this 
variety has been sometimes referred to as ‘‘ contusion 
headache.”” A contusion headache may occur as a 
separate entity, but not seldom it complicates the 
concussion picture so that we find a patient suffering 
from both conditions at the same time. 

Let me take for consideration an uncomplicated 
example. A man receives a blow on the head from 
a weapon or missile which hurts and perhaps dazes 
him, but produces no concussion, no loss of con- 
sciousness. Not unnaturally he suffers from a 
headache which persists for a short or long period but 
which clears up leaving him apparently none the 
worse for his injury. The skull may or may not have 
been cracked by the blow, but there is no evidence 
of a depressed fracture indicating the necessity for 
immediate operation. In fact, the outward and visible 
signs of trauma may be limited to a local bruise. 
The patient soon resumes his ordinary duties, but 
finds that he is subject to severe headaches, more or 
less localised to the site of injury and associated with 
coincident, and, perhaps, extreme, tenderness of the 
scalp in its neighbourhood. These bouts of pain are 
clearly excited by physical exertion, especially such 
forms as entail stooping or rapid changes of cranial 
position. The pain is generally described as like 
toothache in character, and each bout is often of not 
more than a few hours’ duration. Their frequent 
recurrence and severity are, however, sufficient, as 
time goes on, to interfere very seriously with the 
patient’s activities and pleasures; not infrequently 
they give rise to mental disturbances amounting to 
maniacal outbursts or melancholic depression. In 
some cases a period of complete rest may suffice to 
give relief, especially if it is resorted to at an early 
date. In others rest fails to bring about the desired 
result, and an operation is the only measure calculated 
to cure the patient of his suffering and, perhaps, to 
save his reason. The operation is a simple one, as its 
objective, according to Mr. Trotter, is to decompress 
at the site of injury and so to establish a more normal 
circulation in the bruised tissues which are exposed 
to view by the opening in the skull. Resolution, 
long delayed, takes place, the headaches cease, and, 
if thought desirable at a later stage, the gap in the 
bone may be closed by a bone graft or other 
mechanical means. 

The principles governing the treatment of minor 
head injuries are so simple and, in the eyes of those 
ignorant of their sequel#, so superfluous that they 
are frequently neglected. Their importance from 
the point of view of prophylaxis is far-reaching and, 
in particular, extends to the subject to which I now 
propose to draw your attention. 


TRAUMATIC NEURASTHENIA. 

It is not a far step from head injuries to traumatic 
neurasthenia, and, in considering the latter, what has 
been said of the former must necessarily be kept in 
mind. I make no apology for bringing forward this 
subject, or, indeed, for reiterating the views I have 
before expressed in connexion with it, as there is no 
problem in medical practice about which more mis- 
understanding and confusion of thought and speech 
have long prevailed. Nor does this fog beset only the 
minds of doctors ; it exercises a bewildering influence 
on the mind of the public, and above all on the 
matter-of-fact and unimaginative mentality of the 
legal profession. To listen to the cross-examination 
of medical witnesses on the topic of traumatic neuras- 
thenia in a court of law can only be compared to bein 
present at the performance of a farce, a comedy, oat 





1 Transactions, vol. xlvii., p. 270. 





a tragedy combined in one play, and it is difficult to 
say whether its humour or its pathos makes the more 
appeal. 

In order to arrive at some principles for our guidance 
in the prevention and treatment of traumatic neuras- 
thenia, it is essential to form a clear conception of 
neurasthenia and of its causal relationship to trauma. 
Experience teaches us that the term is applied chiefly 
to two large groups of cases, both of which present 
almost constant clinical characteristics. The first 
group comprises patients who have sustained an injury 
to some part of the body, more frequently but not 
necessarily the head, of varying severity. They 
present the picture which we commonly associate with 
an anxiety neurosis, the only difference being that 
they attribute all their troubles to the injury. They 
complain of constant ‘* pressure ’’ headache, insomnia, 
loss of energy and ability to concentrate, of giddiness, 
tremors, and fears, as well as of pain and tenderness at 
the site of injury, be it the foot or the head. Their 
appearance is one of misery and apprczhension, but 
the most careful examination reveals no evidence of 
organic disease. The second group is of smaller 
dimensions. Its members walk into your room 
leaning forward on a stick grasped in one hand with 
the other placed over the lower part of the back. 
You know at once that the site of injury, a strain or a 
blow, is the spine. In many cases the real origin 
of the trouble is a sharp attack of lumbago coming on 
acutely, as it often does, while making some physical 
exertion. These patients, like those of the first group, 
may present symptoms of anxiety, and complain 
bitterly of pain and tenderness over the spinal column 
and neighbouring muscles. Examination, again, 
reveals no evidence of organic disease. 

There are two points in connexion with both these 
groups of cases which we cannot afford to overlook. 
The neurasthenic symptoms are not the monopoly 
of patients who have sustained injuries to the head 
or even to the spine; a serious obstacle to the belief 
that they are produced by physical disturbances in the 
nervous system. On the other hand, it is not unreason- 
able to suppose that the awe with which an injury to 
the skull or spine is popularly regarded may suffice 
to account for the frequency with which such injuries 
are followed by the development of an anxiety 
neurosis. In the second place there is no constant 
relationship between the severity of the trauma and 
the incidence of the neurotic sequele, but it is not 
without significance that injuries resulting in total 
disablement, such as a fractured limb, are rarely 
complicated by the anxiety features of traumatic 
neurasthenia. 

On what does the incidence of neurasthenia as a 
sequel of trauma depend? No doubt some part 
must be played by the mental make-up of the patient. 
An inherent mental instability must be regarded as 
a factor which cannot be overlooked, but it cannot 
be blamed in all cases, and we must look elsewhere for 
@ more important determining cause. Reviewing 
accidental injuries and their consequences generally, 
it is impossible to avoid the conclusion that the 
factor common to the great majority of cases of 
traumatic neurasthenia is the knowledge that the 
responsibility for the trauma can be placed on 
shoulders other than those of the victim. The 
responsibility falls on the employer, on a corporation 
such as a railway company, or on the State. Traumatic 
neurasthenia is rarely met with among persons the 
responsibility for whose injuries cannot be relegated 
elsewhere, although, as I have already pointed out, 
a neurasthenic state is not an uncommon sequel in 
cases of neglected concussion. 

But while laying most emphasis on the part played 
by responsibility, there are other factors which con- 
tribute in many cases to the development of the 
anxiety neurosis. May I take the liberty of quoting 
some passages from a former paper of mine in order 
to illustrate how the handling of these cases in their 
early stages influences their course and prognosis, and 
to lay stress on certain principles of preventive 
treatment ? 
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‘* Smith is injured in an accident occurring in the course 
of his employment. The accident took place in such a way 
that it caused a considerable emotional disturbance—that 
of fear. This is often called shock, but is distinct from 
surgical shock. The injury caused pain, and the doctor, on 
examining him, said: ‘“‘ By Jove, you have had a narrow 
squeak : an inch to the left and the blow would have broken 
your back.” A restless night, during which he remembers 
that there were only three men doing what ought to have 
been done by four. This gives rise to the sense of injury. 
His employers are responsible for his suffering. A mate 
comes to see him a day or two later, and reminds him that 
Jones had a somewhat similar accident and was dead within 
a year. (It is immaterial from their point of view that Jones 
died of influenza and pneumonia.) His wife is a plucky woman 
and sympathetic, and also much incensed against the 
employers because of the neglect to supply sufficient labour 
for the job. She makes him comfortable at home, in spite 
of shortened means. His injury is really slight, and after 
going to the hospital or his doctor twice a week for two or 
three weeks, there is no physical disablement. But the seeds 
which were planted have grown, and will continue to grow, 
with the result that you soon have a condition of anxiety 
neurosis in full bloom. If the doctor said he had had a very 
narrow squeak, it is obvious that he must have been very 
seriously injured, and he could not be well in a month. 
Even if he appeared well there was always the possibility 
that something else would develop. Did it not in the case 
of Jones? It must be remembered that to the lay mind 
trauma is still the most important and universal etiological 
factor in medicine, just as it was in medical text-books 
50 years ago. A pain here or a pain there is sufficient to 
keep him on the alert for complications and sequela. Fear 
and anxiety keep him awake at night, and so the vicious 
circle is formed. Beneath the surface all the time is the 
knowledge that his employer was responsible for making 
him ill, and is still responsible for getting him well. Yes, 
he will go into hospital for treatment, but under protest. 
He will come out of the hospital worse than he went in, and 
more convinced thereby that the injury he received was 
far more serious than other people, particularly the insurance 
officers, realised. Weeks, months, and, perhaps, a year or 
two pass by. He has either become incurable, or is tempted 
by a lump sum of money in full compensation for all his 
claims. Accepting this, he has unwittingly resumed respon- 
sibility for his health, and sooner or later health is restored 
to him, 


The case 
different. 


He was in a train returning from business when a collision 
occurred. He was thrown across the carriage and consider- 
ably bruised, and not a little frightened. What with his 
bruises and fright he had several restless nights, in the course 
of which he explained to his wife the dastardly neglect of the 
railway company in allowing an hour to elapse between the 
collision and his being conveyed to a place of safety. This 
indignation grows as his bruises and fright disappear. He 
feels disinclined to return to business, and his doctor has 
hinted that two or three weeks at the seaside in order to get 
over the “ shock” are advisable. After all the company 
must pay for this, and it is a long time since he had a good 
holiday. On his return he is not yet inclined to work, and, 
meanwhi'e, the question of how much compensation is due 
to him has become, and is still, a matter of dispute between 
his and the company’s lawyers. He is given to understand 
that he is suffering from traumatic neurasthenia, and it is 
impossible to say when anyone may recover from that 
disease. Anyhow, the company is responsible not only for 
the disease, but for financing him until he is well. Litigation 
threatens, further medical examinations ensue, a sum is 
offered ; shall be accept it ? More sleepless nights, and the 
picture of anxiety neurosis, complicated by the sense of 
injury, is complete. 


of Mr. Robinson, however, is rather 


Now let us look for a moment at the other side. 

A hunting man sustains a severe concussion as the result 
of a fall. His doctor tells him that he was within an ace of 
breaking his neck. He has nobody but himself or his horse 
to blame, and accepts the medical dictum in the spirit that 
a miss is as good asa mile. After a few days’ rest he is feeling 
so much better that he wants to know when he may get 
up, and how long it will be before he can hunt again, Pro- 
vided he is kept long enough at rest there will be no neuras- 
thenia. If, on the other hand, he is up too soon, headaches 
will develop, and he will find he is very easily tired and quite 
unable to concentrate. A further period of rest would get 
rid of these symptoms, but neglect of such precautions would 
probably mean the establishment of a neurasthenic state 
from which recovery may be slow. 


A consideration of these stories provides us with 
a wholesome warning in regard to what is better 





left unsaid when dealing with a patient immediately 
after he has been injured, and should indicate the 
kind of psychotherapy which can be advantageously 
practised in the course of subsequent attendance. 
It serves also to illustrate the profound part played 
by the patient’s sense of injury towards those whom 
he deems responsible for his suffering, an attitude which 
has been fostered in some instances, no doubt, by the 
more permanent feeling associated with class dis- 
tinction. This sense of injury forms one of the 
chief obstacles in the path of successful treat- 
ment. There is a wrong to be put right, and, 
until this has been done to the satisfaction of the 
wronged man, he is not likely to turn his attention 
away from his injury to the ordinary affairs of 
life. 

If the views I have expressed concerning the patho- 
genesis of traumatic neurasthenia are accepted, our 
business is to exercise an intelligent anticipation of 
its early signs, with a view to checking further develop- 
ments. When the condition is established, we must 
not underestimate the difficulties in the way of 
successful treatment, least of all that which concerns 
responsibility ; it has already been recognised to some 
extent in the admission often made that the first step 
towards a patient’s recovery would be the settlement 
of his claim. This admission is generally interpreted 
as evidence of what might be expected from the 
satisfaction of a greedy desire. I venture to think 


that the shifting of responsibility for the patient’s 
recovery on to his own shoulders plays at least as 
important a part in the subsequent history of the case. 


MODERN PSYCHOTHERAPY. 

It is with great diffidence that I approach the subject 
of psychotherapy, a diffidence based on my ignorance 
of many of its various doctrines and of the meaning 
of many of the technical terms which are employed 
by those who practise it. I am old enough to suspect 
that the personality of the psychotherapist is of 
more importance than the doctrine on which he 
bases his treatment; I am young enough to be sure 
that concealed in the terminological maze of modern 
psychology there are many substantial truths which 
are destined to find their way out and to receive in 
turn the recognition they deserve. Even as it is, 
in spite of much abuse, deserved and undeserved, in 
spite of much partial and impartial criticism, the 
advances which have been made in the practice of 
psychotherapy during the last 25 years compare 
favourably with any advances in other branches of 
medicine. Although the whole subject is still in its 
scientific infancy, and still unable to control its 
emotional tendencies, the time has come when it 
might be profitable to consider, and perhaps to define 
tentatively, the scope of psychotherapy. In the 
course of these lectures, I have made it clear that, 
in my view, psychotherapy, using the word in its 
widest sense, is an essential factor in the treatment 
of all patients suffering from organic disease, and that, 
for our professional reputation’s sake, we should be 
careful to recognise and acknowledge, at any rate to 
ourselves, what we owe to it and what to other remedial 
measures, for any successes we may attain. But psycho- 
therapy, using the word in its more technical and 
specific sense, is a branch of practice concerned chiefly 
with the treatment of so-called functional, but better- 
called mental, disorders, and it is my purpose this 
evening to discuss its comparative value in this 
relationship. The ethical aspects of psychotherapy, 
especially in relation to psycho-analysis, have received 
perhaps as much attention as they deserve, and have 
been the theme of many blood-curdling and some- 
times mirth-provoking stories. Perhaps for this 
reason the profession has been left a little con- 
fused in its ideas as to the efficacy of this 
method of treatment in different forms of mental 
disorder. 

In order to clear the deck, as it were, for further 
discussion, we may agree, perhaps, that all patients 
whose symptoms are frankly hysterical are fit subjects 
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for the art of psychotherapy in the forms of sugges- 
tion, education, or investigation. The same remark 
applies with equal force to patients suffering from 
an anxiety neurosis, but this brings us without further 
delay to a position in which there is certainly much 
confusion of nomenclature and probably a widespread 
want of clear thinking. I find, for instance, that it 
very rarely occurs that a patient is sent to me with 
the diagnosis of ‘‘ anxiety neurosis,’ and that never 
does one come with the diagnosis of manic-depressive 
psychosis. Both groups of patients arrive with the 
label of ‘* neurasthenia ’’ hung indiscriminately round 
their blushing necks. This sounds like a terrible 
indictment of professional knowledge, but it can be 
made without hesitation and even without fear of 
contradiction. 

How many doctors realise that among their 
neurasthenic patients are a number of examples of 
the milder forms of the manic-depressive psychosis ? 
How many doctors realise that these are the ‘‘ neuras- 
thenics ’’ who wear their patience to its last thread and 
yet invariably recover? One more question. How 
many doctors and how many of these patients 
themselves realise that the treatment prescribed has 
had nothing to do with their recovery ? 

Let us consider the last question first. The depres- 
sive is a patient who invariably recovers, provided he 
is protected from suicide, but it is beyond our ken to 
say when the recovery will take place. Naturally 
the person who is in attendance at the time of recovery 
will receive credit which is not his due. Doctors, 
quacks, and faith-healers share in the distribution of 
this bonus. Sometimes the patient, when depression 
again overtakes him, has resort to the doctor or quack 
who cured him before, but he soon realises that this 
time the same treatment is ineffectual, and further 
experiences of similar character generally convince 
him that his recoveries have been spontaneous. 

The other two questions are only concerned with 
diagnosis, a subject intimately connected with the 
principles governing the practice of psychotherapy. 
The depressive patient differs from the patient with 
anxiety neurosis in many ways, but the diagnosis is 
not always easy unless a careful history is taken. 
From the latter we may learn of one or more earlier 
attacks of depression and that, in the intervals, the 
patient is often more energetic, more cheerful, and 
even less anxious and responsible than the normal. 
The attack of depression may have no apparent cause 
or may be preceded by a period of overstrain. The 
gloom is deep, varies little in intensity, and is often 
associated with much self-reproach for particular 
misdeeds in the past or with a general sense of 
inferiority. The patient is less concerned with his 
physical condition than with. his mental misery, 
although he may lose weight and suffer from dyspepsia 
and constipation. Probing into his troubles only 
makes him worse, and is often a dangerous procedure 
capable of driving him to suicide. It is impossible 
for him to believe that he can get well and he loses all 
interest. He takes his food without relish, takes walks 
without enjoyment, and can derive pleasure from 
nothing. The only comfort of which he is sensible 
is the sympathetic encouragement and the patient 
hearing he receives from his doctor or his nurse, and 
yet neither gives him real relief. 

These are the chief characteristics which distinguish 
the manic-depressive from the anxiety neurotic, and 
the diagnosis is a matter of great importance in regard 
to treatment. The manic-depressive is made worse 
by any form of systematic psychotherapy involving 
mental probing and investigation. The anxiety 
neurotic cannot be cured without the employment of 
some such method of treatment. The only psycho- 
therapy permissible for the depressive patient is the 
sympathetic encouragement and the daily audience 
of his woes to which I have already referred. Add 
to these the provision of a sufficiency of rest, food, and 
sleep and the list of measures known to us, which will 
ensure the patient a safe passage through his period 
of misery, is complete. 





Lest there should be any misunderstanding let me 
say at once that my remarks have reference only to 
the milder forms of the manic-depressive disorder, 
not to the severe forms met with in asylum practice. 
But these patients are very numerous; they infest 
our consulting-rooms and the out-patient departments 
of hospitals; they mingle with us socially, and we 
count many of them among our more moody friends. 
Great is the power of aname! I cannot help thinking 
that, had this form of mental disorder carried any less 
ugly designation, its character would ere now have 
been more generally recognised and its diagnosis 
more frequently arrived at. But it goes against 
the grain to call even one’s worst enemy a manic- 
depressive, and it is high time that a less oppro- 
brious epithet is found for patients who sometimes 
command our respect and affection as well as our 
sympathy. 

Time will not permit me to discuss at length the 
principles governing the use of psycho-analytical 
methods in relation to all functional disorders, and 
I shall content myself with referring very briefly to 
only one or two. The compulsion neuroses and the 
phobias are examples of disorders which are frequently 
dealt with on these lines and which respond to such 
treatment in various ways. Many cases of phobia 
certainly receive benefit and some are permanently 
cured; rarely does any harm result. Patients 
suffering from compulsion neuroses, on the other hand, 
are less certain quantities, and it is probable that 
faults in the technique of analytical methods may be 
responsible for some disastrous results following their 
employment, and that experience will eventually 
teach us how the technique can be improved so as to 
ensure more universal success. A question which has 
interested me for a long time is whether spasmodic 
torticollis is a functional disorder, in the sense that 
it can be cured by any psychotherapeutic measures, 
and I am bound to confess that it has not yet been 
answered to my satisfaction. So obstinate is it to 
all other methods of treatment that further efforts 
on psycho-analytical lines should be encouraged so 
long as evidence of harmful results is not forthcoming. 
The occupation neuroses may, perhaps, be placed in 
the same category, although I entertain grave doubts 
whether in a severe case of writer’s cramp, for 
instance, any cure is possible in the sense that the 
patient can return with impunity to his scriptorial 
excesses. 

As a preface to my first lecture I referred to the 
professional] success enjoyed by John Coakley Lettsom 
150 years ago, and suggested that his success must 
have been founded largely on his personality and on 
empiricism. The art of medicine has advanced far 
since his day, and personality, always to some extent 
an inherent and intangible gift, can be cultivated 
in suitable soil by the study of modern psychology ; 
empiricism is rapidly giving place to more scientific 
measures. In the course of these lectures I have 
insisted on the value of being guided by certain 
principles in the treatment of patients suffering from 
diseases of the nervous system, and have chosen, by 
way of illustration, the simpler and more common 
rather than the more intricate and rarer problems with 
which we are confronted. In these days we are all, 
practitioners and students alike, appalled by the ever- 
growing mass of facts and theor'es in which the art 
of medicine is becoming involved, and by the hope- 
lessness of attempting to keep pace with advances in 
all its branches. It is inevitable, therefore, that we 
must each of us turn more and more for guidance to 
principles which are based on sound physiological, 
psychological, and anatomical foundations, and that 
the student of to-day and of the years to come should 
never fail to master these even at the expense of much 
detailed knowledge of disease. On such foundations 


the knowledge of disease is easily built up ; without 
them no wealth of experience can ever produce the 
type of medical man who will lift the profession above 
rivalry with quacks to a position in which it may 
secure and 
public. 


hold the trust and confidence of the 
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In the previous lectures it has been shown that it 
is possible to initiate an experimental epidemic among 
mice, and to maintain its activity for an apparently 
unlimited period of time. Is it possible to modify 
the course of events in the opposite direction, to alter 
our experimental conditions in such a way that an 
epidemic fails to develop after we have brought 
together the parasites and their hosts. or to intervene 
after a wave of mortality has commenced its rise and 
bring about its premature fall ? 

THE Errect OF DISPERSAL. 

In the experiments on the initiation and main- 
tenance of epidemics it was found that the numerical 
relation between infected and susceptible mice, and 
the rate of immigration of the latter, exerted a decisive 
influence on the mortality-rate. It was natural to 
inquire whether any form of redistribution of the 
population at risk, carried out after the initial admix- 
ture of infected ana susceptible animals, would prevent 
the occurrence of a wave of mortality, or bring to an 
early close an epidemic that had already developed a 
high death-rate. 

Two experiments on these lines have been com- 
pleted. In each case the infection studied has been 
mouse-typhoid, and the redistribution has consisted 
in the dispersal of the population at risk into smaller 
groups housed in separate cages. In the first experi- 
ment of this kind,® which is recorded in Chart 12, the 
dispersal was carried out during the pre-epidemic 
phase On the day when the experiment commenced, 
305 normal mice were added to 24 survivors from an 
earlier epidemic. During the following week there 
were 15 deaths. Of these, 11 occurred among the 
normal mice and four among the presumably infected 
animals. Seven of the dead mice were eaten, seven 
were examined post mortem with negative results, 
while one of the survivors, which died on the sixth 
day, was found to have succumbed to typical mouse- 
typhoid. On the cighth day redistribution was 
carried out ; 294 of the added mice were then alive. 
Of these, 100 were placed in one large cage; 94 were 
dispersed into four groups, three of 25 and one of 
19 mice; 100 were dispersed into ten groups, each 
of ten mice. The mortality was observed for the 
following 68 days. On the sixty-ninth day the 
survivors from each of the two dispersed herds were 
re-aggregated in a single cage, and the course of events 
was watched for another 93 days. Chart 12, which gives 
the daily percentage of survivors for each of the 
three herds, carries the record to the 120th day of the 
experiment. In the undispersed herd the epidemic 
developed rapidly, and had run its course by the 
sixty-eighth day, when the survivors numbered 
5 per cent. of the original population. The herd, 
which was dispersed into four groups, derived no 
significant advantage from this dispersal ; 9-6 per cent. 
remained alive on the sixty-eighth day. The herd 
which was dispersed into ten small groups suffered 
a far lower mortality; on the sixty-eighth day the 
survivors from this herd amounted to 55 per cent. of 
the mice originally at risk. In the period which 
followed re-aggregation this herd suffered further loss. 
It will be seen from the chart that the curve recording 


* The first and second lectures appeared in THE LANCET of 
March 6th and 13th respectively. 





the daily ly values continues its downward course; 


indeed this curve, from the tenth day of the experi- 
ment onwards, approximates closely to a straight 
line. When the experiment terminated, on the 161st 
day, the survivors from the undispersed herd numbered 
2 per cent., from the herd divided into four groups 
during the period of dispersal they numbered 2-1 per 
cent., from the herd dispersed into ten small groups 
they numbered 24 per cent. These figures give the 
total mortality. The specific mortality, which excludes 
those deaths in which no evidence of enteric infection 
was found post-mortem, was 87 per cent. in the 
undispersed herd, 83-7 per cent. in the four-group 
herd, and 18 per cent. in the ten-group herd. 

Thus, while dispersion into relatively large groups 
during the pre-epidemic phase had little influence 
on the spread of enteric infection among the mice 
at risk, dispersion into many small groups had a 
marked inhibitory action. Re-aggregation was 
followed by a further spread of infection among this 
herd, but on the 16lst day after the experiment 
started they still showed a relatively low mortality 
from this disease. Before discussing the significance 
of these results, we may consider another experiment, 
in which dispersal was carried out at a later stage of 
the epidemic process. 

This epidemic, which is recorded in Chart 13, was 
initiated by adding 420 normal mice to 60 others, 
among which enteric infection was actively spreading. 
This mixed population was allowed to remain in a 
large cage for seven days, during which time 45 deaths 
from mouse-typhoid occurred among the 420 added 
mice, showing that an epidemic was well established. 
On the eighth day 360 survivors from the 420 mice 
were divided into four herds, each of 90 animals. 
Two of these, recorded in the chart as Pl and Cl, 
were each kept as a large group in a single cage. The 
two others, referred to as P2 and C2, were each 
dispersed into 18 small groups, each of five mice. 
The survivors from each of these dispersed herds 
were re-aggregated in a single cage on the forty-second 
day, and the experiment was continued until the 
eighty-fourth day. The mice constituting the herds 
P 1 and P2 were injected with a bacteriophage active 
against B. aertrycke, but this fact does not concern 
us here, and it will be seen from the chart that their 
fate did not differ from that of the mice of the control 
herds Cl and C2, which received no treatment. 
Confining our attention to the effect of dispersal 
and re-aggregation, it is clear that distribution into 
many small groups during the epidemic phase has 
no such marked effect as was observed when dispersal 
was carried out before any wave of mortality had 
been developed. During the first three weeks there 
is no significant difference between the course of 
events in the four herds. The undispersed herds 
suffered, during this period, mortalities of 72-2 
and 67-8 per cent., and the two dispersed herds 
mortalities of 64-4 and 62-2 per cent. From this 
point onwards, however, the l, curves diverge. The 
two curves recording the proportion of survivors 
in the dispersed herds show that change in direction 
which we have already noted in describing other 
epidemics of mouse-typhoid, while the two curves 
recording the fate of the undispersed herds continue 
their downward course for some time longer. On 
the forty-second day, when the mice in the dis- 
persed herds were re-aggregated, the percentage of 
survivors in these two herds amounted to 25°5 and 
24-4 per cent., and in the two undispersed herds 
to 11:1 and 7:8 per cent. In this case the re- 
aggregation of the dispersed herds was not followed 
by any marked rise in the death-rate, though a 
few deaths occurred between the forty-second and 
eighty-fourth days. The percentages of survivors 
on the eighty-fourth day were 17-8 and 16-7 per cent. 
among the dispersed herds, and 8-9 and 2-2 per cent. 
among the undispersed herds. In all cases the 
mortality was almost entirely specific. 

Considering these two experiments together, it 
appears that dispersal carried out during the earlier 
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phases of an epidemic tends to reduce the total 
mortality. This effect is marked during the pre- 
epidemic phase, but much slighter when the wave 
of mortality has commenced to rise. It 
seems probable that dispersal will become 
less effective as the wave approaches its 
crest. Once it has commenced to sub- 
side it is unlikely that dispersal will 
have any appreciable influence on its 
further course. 

It is not difficult to suggest a possible 
mechanism for the effect of dispersal on 
the total mortality. Whether the im- 
portant factors in the production of fatal 
infection be the size of the first dose of 
bacteria received, the rapidity with which 
successive doses follow each other, the 
relative virulence 
of the bacteria, or 
the relative resist- 
ance of the receiv- 
ing host, we have 
seen that the 
effectiveness of 
these factors must 
be expressed in 
terms of chance. 
By dispersing the 
population at risk 
we shall redistri- 
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in a random way, 
and the sphere of 
action of those mice which are 
acting as dangerous centres of 
infection will be limited. During 
the period of dispersal some 
mice may be exposed to an 
increased risk, since they 

may come into more 
frequent contact with 
highly infective com- 
panions, but even though 

these contract a fatal 
infection they will not 
become centres of redis- 
tribution of the parasite 

to large numbers of their 
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be expected, on 

this hypothesis, 
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the undivided herd. We may note that observation 
shows that the death of a single mouse among a small 
group from enteric infection is not necessarily followed 
by any further deaths among its companions within 
that group, while examination of the feces shows that 
ohne or more mice in any small group may be infected 
with B. aertrycke without any deaths occurring in 
that group during the period of dispersal. That 
re-aggregation should be followed by a further spread 
of infection is to be expected, and it is not surprising 
that this should be more marked in the case in which 
dispersal has been carried out earlier, and the re-aggre- 
gated population is more numerous, since, in this case, 
many of the mice may have been exposed to little risk 
of infection during the period of dispersal. 

We may call attention to the analogy between these 
results and the observations which have been made 
on the effect of the dispersal which follows school 
closure in rural areas. The report by Power ** on an 
outbreak of diphtheria at Pirbright in 1883 affords 

' an excellent example. 

In this connexion we may refer to certain 
experiments which we have carried out in con- 
nexion with mouse-typhoid and pasteurellosis,’ 
but which cannot be described in detail here. 
We found that it was not possible to propagate 
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either of these infections over more than a short period 
by allowing infection to spread from one small group 
to another, each group being separated from the 
preceding group and kept in isolation for a few days 
before the succeeding group was added to it. Under 
such circumstances, which limit the effective action 
of any particular group of mice to that exerted 
on a few companions for a short interval of time, 
the infection dies out after a few successful transfer- 
ences have occurred. Recent unpublished experiments 
on the spread of enteric infection have yielded much 
evidence pointing in the same direction. It would 
seem that, for the development of a high epidemic 
potential, full play must be given to the effect of 
chance associations by the maintenance of the 
population at risk at a reasonably high level. As 
we have seen, the most favourable conditions appear 
to be provided by the continuous immigration of 
susceptible hosts. 
HERD IMMUNISATION. 

Another method of intervention clearly merited 
inquiry. It had been shown by Webster, and by 
others, that it was possible to increase the resistance 
of mice to B. aertrycke by immunisation with killed 
cultures; and observations by Lynch’*® on the 
spontaneous epidemic of mouse-typhoid, which was 
the starting-point of the experiments carried out at 
the Rockefeller Institute, suggested that vaccination 
with killed cultures might be of value in limiting the 
epidemic spread of the disease, although this con- 
clusion is not in entire accord with the later observa- 
tions of Pritchett.*7 We have carried out a few 
experiments to investigate the possibility of effective 
herd immunisation by the inoculation of killed cultures 
of B. aertrycke. In the first experiment of this kind 
six groups of 30 mice were fed on three occasions with 
bread soaked in a broth culture of B. aertrycke, the 
subsequent course of events being observed over a 
period of 60 days. The progress of mortality in these 
groups is recorded in Chart 14. Groups A and B con- 
sisted of normal untreated mice. Groups E and F 
consisted of mice which had previously received two 


inoculations of a killed suspension of B. aertrycke, 
the second inoculation having been given 21 days 
before the first feeding on living culture. The mortality 
following inoculation was negligible, and the examina- 
tion of the blood serum of a sample of the inoculated 
mice had shown the presence of agglutinins in high 


concentration. Group C contained 20 normal and 
10 vaccinated mice, and Group D 10 normal and 
20 vaccinated animals. As the chart shows, the 
vaccination produced a_ significant reduction in 
mortality and, with the exception of the relatively 
low mortality in Group C, the percentage mortality 
was lower the higher the proportion of vaccinated 
mice. It is clear also that the protection was only 
relative, and the occurrence of deaths from mouse- 
typhoid in Groups E and F during the later stages of 
the experiment suggests that mice which had acquired 
an immunity adequate against the initial feeding 
succumbed to the later spread of infection. In a recent 
experiment we have attempted to estimate the effect 
of active immunisation carried out at various periods 
of the epidemic process. We brought together in a 
large cage 879 mice. Of these 83 belonged to a group 
among which mouse-typhoid was slowly spreading, 
but in which no marked wave of mortality had yet 
occurred ; 146 mice had received two inoculations 
of B. aertrycke vaccine, the second of which had been 
given 14 days previously ; 650 mice were urtreated 
normal animals. During the following 14 days 
35 deaths occurred. The majority of the mice were 
eaten by their companions, but six of the deaths were 
proved to be due to mouse-typhoid. The surviving 
mice, excluding those which had been employed to 
start the epidemic, were now divided into seven 
herds each containing 100 mice. We are here con- 
cerned with four of these herds only. The course of 
events was observed for 84 days, and is recorded in 
Chart 15. One herd (E3) consisted of mice which had 
received two inoculations of vaccine before being 
exposed to any risk of infection. Of this herd 71 per 





cent. were surviving on the eighty-fourth day. A 
second herd (E 4) consisted of 100 normal mice which 
had been exposed to risk for 14 days. They received 
one inoculation of vaccine on the day when the 
period of observation began, and a second inoculation 
seven days later. Of this herd 52 per cent. survived. 
The mice constituting the third herd (E ) were inocu- 
lated with the same vaccine on the twenty-eighth and 
thirty-fifth days of the period of observation. The 
percentage of survivors was 43 per cent. The fourth 
herd (E 1) received no treatment of any kind and served 
as a control. On the eighty-fourth day 51 per-cent. 
remained alive. It will be noted that the mortality 
among all herds was relatively low. This series 
of epidemics were of the type referred to in my first 
lecture, in which the slow development of mortality 
is followed by a continuous low death-rate. So far as 
the results go, however, they are suggestive. The 
mice which were actively immunised before exposure 
to risk appear to have maintained a relatively high 
level of resistance over the 84 days of the period of 
observation. The final percentage mortality among 
this herd was low as compared with that among the 
control herds, though occasional deaths from typical 
enteric infection were occurring among them. The 
two herds, which received their first inoculation of 
vaccine after 14 days, and after 42 days respectively, 
show no advantage over the controls; indeed, the 
herd vaccinated at the later period show the highest 
percentage mortality of any of the groups. There 
is a suggestion—we would not put it higher—that 
immunity of this type must be conferred during the 
pre-epidemic phase if it is to be effectual, and that 
interference by this means, once the epidemic process 
has passed a certain stage, may do more harm than 
good. We would enter a caveat here against any 
argument from analogy as regards the control by 
vaccination of naturally occurring epidemics, without 
careful consideration of the differences which may be 
introduced by the close admixture of all animals at 
risk in our experimental cages. 

MECHANISM OF THE PROPAGATION OF 

EPIDEMIC WAVE. 

We have now completed our summary of the data 
which have been yielded by direct experiment. and 
have tried to indicate the conclusions which we should 
draw from the available evidence and the degree of 
probability which attaches to them. It is clear that 
the experiments so far completed can be regarded 
only as preliminary studies, defining the problems 
at issue rather than solving them. It seems to us 
that we have obtained some useful indications, that 
a few fixed points have been charted from which we 
may proceed to further explorations ; but it would, 
in our view, be altogether premature to attempt, on 
the basis of the experimental findings, any generalised 
description of the complex interactions between 
opposing factors, which must determine the course 
of epidemics such.as those we have studied. 

In this connexion we must note a view which has 
been put forward by Webster 2’ as the result of his 
observations on mouse-typhoid. We have referred 
to the mortality curve which he has obtained by 
inoculating samples of mice with B. aertrycke, and 
plotting percentage mortality against time; and we 
have pointed out that these results can be plotted as 
frequency curves, showing the proportion of the total 
deaths that occur in successive intervals of time. 
Webster has plotted his ‘‘ standard curve ”’ in this way, 
and has obtained, as he could not fail to do, a frequency 
curve, rising to a maximum at a point on the time 
base-line when deaths were most numerous, and 
sinking to zero again as deaths became less frequent, 
and finally ceased to occur. This, of course, is simply 
the graphical expression of the fact that, if we inoculate 
a large number of mice with a pathogenic bacterium 
in an amount which is in the neighbourhood of the 
average lethal dose, many of these mice will die during 
some particular time interval, which marks the limit 
of the modal duration of a lethal infection, fewer mice 
will die at some earlier time of a more acute infection, 
or later of a more protracted attack of disease, while 
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very few or none will die within a very short interval 
or will succumb after a certain limit of time. As 
Webster himself has shown, a curve essentially similar 

in form is obtained after 





which we certainly cannot accept, in speaking of this 
frequency curve as “ the simple epidemic curve.”’ 

It is not necessary to discuss this question in any 
detail. In the numerous experiments which we have 











Cuarr 14. inoculating mice with a _ described above, in which the daily addition of normal 
poisonous metallic salt. mice to an infected herd was associated with a series 

100 - Tee It is clear that such a of well-marked waves of mortality, it is clear that no 
frequency curve will re- large number of normal mice, hitherto unexposed to 

semble certain of the | the risk of infection, were suddenly exposed to the 

% : curves of same chance of receiving any given dose of the bacterial 
eae mortality parasite—quite certainly, they did not all receive the 

80 - which are same dose at the same moment of time. The course 

, observed of events in these experiments, and in many of those 

% e during the in which a single large batch of mice were added to 
s 70 : °9 infected companions, indicates 
Y : Ba clearly that the rise of a _ well- 
> 0 | ee ed en marked wave of mortality is pre- 

& 0 eile ceded by a wide spread of infection, 
» 2 vco-cce-c - which will probably have modified 
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me . - of the animal hosts at risk. 
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course of an epidemic. 
resemblance between the curves obtained in _ his 
own inoculation experiments and some of those 
recorded by Amoss ?! in the experimental epidemics 
in which mice were added irregularly to an infected 
population. From this resemblance he has drawn the 
conclusion that the form of the mortality curves in 
the experimental epidemics depends upon the varying 
degree of susceptibility within a mouse population 
simultaneously exposed to 
a fixed dose of mouse- 
typhoid bacilli. We are 
not certain how much 
significance Webster \ 
attaches to this suggestion. 
If he implies that very 
occasionally, and under 
very exceptional circum- 
stances, a large number of 
hosts may simultaneously 
receive the same dose of 
a virulent organism, and 
that, should such an event 
occur, the form of the 
distribution in time of the 
resulting deaths will be 
mainly determined by the 
variable resistance of the 
hosts, then we have no 
criticism to make. That 
Webster does set some 
limiting condition to the 
application of this hypo- 
thesis to natural or experi- 
mental epidemics is clear 
from several of his papers ; 
but, unless we have misread 
him, he regards this varia- 
tion in normal resistance 
as the factor which deter- 


Webster 2? has noted this 
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SOME GENERAL CONSIDERATIONS. 


50 55 00 If we look beyond our experi- 
mental results, and include in our 
survey the bacteriological data 

which have been obtained in the observation of 


naturally occurring epidemics, can we, without too 
adventurous an application of the dangerous argument 
from analogy, obtain any further suggestions as to 
the nature of the epidemic process ? 

The results which have been obtained along two 
lines of inquiry appear to us to be particularly pertinent 
to the points at issue. 

The first of these is that which has been developed 
in connexion with the so-called carrier problem, and 
which has led to a steady accumulation of know- 
ledge concerning the distribution of certain bacterial 
parasites among the human hosts at risk. It is 
impossible to discuss in any detail the enormous mass 
of data which has been collected, but we may attempt 
a generalised summary of our present 
conception of the kind of equilibrium 


E2 which exists between parasite and 
J ) host’ in any area in which a par- 
ticular disease is endemic, with 
‘00a “ 
x occasional or recurrent appearances 
2 


in an epidemic form. 





mines the time-distribution 
of deaths in any well- 
marked wave of mortality 
during an _ experimental 
epidemic of mouse-typhoid. 
In fact, he uses a term 
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It has become clear that, where these conditions 
exist, the clinically recognisable cases of disease form 
only a fraction of the infected individuals of the host 
species. Adequate bacteriological examination will 
reveal numerous hosts who are suffering from some 
atypical disturbance of health, and from whose 
mucous surfaces or excreta the specific organism of 
the disease can be recovered, aid others, still more 
numerous, who are harbouring the parasite without any 
definite evidence of illness. If we examine adequate 
sarrples of cases of disease, of contacts with atypical 
lesions or symptoms, of healthy contacts, and of 
healthy non-contacts, we shall generally find a 
descending order of frequency of the presence of the 
specific parasite; but in many cases—and this is 
a point of particular importance—we may obtain 
equa] values for the carrier-rate in healthy contacts 
and non-contacts within an epidemic area, so that 
there is no reason to suppose that contact with a 
chnically vecognisable case of disease is the main 
mode of infection leading to the carrier state. 

The practical significance of this distribution of 
different states of equilibrium between the individual 
hosts and the parasites they harbour will, of course, 
depend on the relative frequency of the various 
classes, and it is here that more knowledge is urgently 
required. In some infections, such as cerebro-spinal 
fever, we know that the cases of disease are in an 
insignificant minority, that they are, to use a con- 
venient but equivocal term, an epiphenomenon. 
In this case the carrier-rate among the population 
at risk may be carefully observed as it rises from a 
figure of a few units per cent. to 20 per cent. or more, 
before a single case of meningitis occurs, and the 
actual outbreak of disease may number only a few 
cases among many thousands at risk. The real 
epidemic, as Arkwright has pointed out, is an epidemic 
prevalence of meningococci in the naso-pharynges of 
the population at risk. No purely clinical description 
of the course of events could ever have been other than 
a revelation so partial as to obscure all essential truth. 

We can be fairly sure that poliomyelitis and 
encephalitis lethargica behave much like cerebro- 
spinal fever in this respect, because the bacteriological 
findings in the latter disease have taught us how to 
interpret the clinical observations in the two former. 
In the case of poliomyelitis, indeed, the carrier state 
has been shown to exist. It is probable that diph- 
theria, and perhaps scarlet fever, show a higher ratio 
of cases to carriers, though this ratio is certainly much 
less than unity. It is possible that such a disease as 
small-pox is at the other end of the scale, and that here 
the carriers are in an insignificant minority, though 
none will deny the frequency of the atypical case. 
I would hazard the personal guess 
and I have found few supporters among those best 


qualified to offer a clinical opinion—that this relation 
only obtains in an area in which small-pox is intro- 
duced after a considerable period of complete freedom 
from this disease, and that when we are faced with an 
annually increasing prevalence, as we now are in this 


country, we may feel fairly confident that the carrier 


is there, although he receives no professional recogni- 
It would appear that the more we have learned 


tion. 
of the bacteriology of any particular infective disease 
the more probable is it that the distribution of the 
parasite is far wider than the distribution of the disease 


The second line of inquiry has been more recently 


developed, but has already yielded evidence of the 
greatest significance. 


risk. 


we can now observe the gradual immunisat on o 


an infected herd, and correlate the spread of immunity | of contact 
Such a study as that 


with the spread of the parasite. 


which Dudley * has carried out, on the natura 


immunisation of the inmates of an institution during 
the progress of an epidemic of diphtheria, affords an 
admirable example of the most fruitful kind of field 


observation based on bacteriological data. 





it is nothing more, 


The introduction of the Schick | a handle to 
test has enabled us, in the case of dij htheria, to add 
to our study of the distribution of the parasite a study 
of the distribution of resistance among the hosts at 
Further, and even more significant than this, It is natural first to consider those administrative 


So far as we are justified in combining our experi- 
mental data with such field observations as those we 
have referred to, it would seem that we may regard 
the epidemic spread of any disease as involving a 
series of reactions between parasites and hosts which 
tend to produce quite different results. We may 
suppose that the primary interaction of the pathogenic 
bacteria and the susceptible hosts will lead to fatal 
infections, to infections clinically recognisable as 
cases of disease, to atypical infections involving some 
recognisable departure from health, and to latent 
infection or to the carrier state, in which the host 
may harbour the parasite over long intervals of time 
without any sign of disease. The proportions which 
these various products of reaction bear to one another 
will be determined by various factors, the isolation 
and measurement of which is the main object of our 
experimental inquiry. 

We may suppose, by an induction the imperfection 

of which we fully realise, that those hosts who contract 

a non-fatal infection will thereafter possess an altered 

resistance to the specific parasite, and that this 

alteration will, in general, be in the direction of an 

increased resistance of varying duration. Using a 

chemical analogy of doubtful validity, we may regard 

the reaction as in some degree autocatalytic, since 

some of the products of the primary reaction will, by 
their mere presence, tend to accelerate the shift of 
equilibrium in the direction of the accumulation of 
infected hosts. But one line of reaction will produce 
a somewhat different result. If a non-fatal infection 
leads to immunisation, there may be a _ gradual 
accumulation of resistant individuals who may be 
relatively unresponsive to further doses of the bacterial 
parasite, and a consequent elimination of those sus- 
ceptible hosts who form an essential reagent. It 

would be easy on these grounds to account for the 
predominant importance of a steady immigration of 
susceptibles, which has emerged so clearly from our 
experimental studies. 

If such a working hypothesis should be established 
on a firmer basis by further research, it would appear 
probable that the relative amounts of those products 
of an epidemic, which are clinically recognisable as 
disease or death, will depend upon the relative rate 
of those reactions which lead to immunisation on the 
one hand and to disease on the other. If the conditions 
favour immunisation there may be a _ widespread 
epidemic with few cases and still fewer deaths ; if they 
favour more severe infections there may be more 
disease, and many of the cases may end fatally. 
If we could determine the nature of the factors which 
control the rate of these various reactions, we might 
reasonably hope to interfere successfully in the epidemic 
spread of disease, by breaking some essential link in 
the sequence of events on which this spread depends. 
PRACTICAL APPLICATION OF PRESENT KNOWLEDGE. 

It seems desirable to make some attempt to consider 
the efficacy of our present methods of dealing with 
infective disease, and of possible developments of 
_| them, in the light of the knowledge which has so far 
been acquired. Such consideration is more than 
a little premature, and I would offer it in the spirit 
of a famous contributor to the theory of the ills of 
populations, who says : 

‘** By pursuing this plan, however, I am aware that I have 
opened a door to many objections, and, probably, to much 
severity of criticism ; but I console myself with the reflection 
that even the errors into which I have fallen, by affording 
argument, and an additional excitement to 
examination, may be subservient to the important end, of 
bringing a subject so nearly connected with the happiness 
of society into more general notice.”’ 


f | measures which may be employed to lessen the chances 
between infected and susceptible hosts, 
and we may divide such measures into those which are 
1 | specific, in the sense of dealing with particular diseases, 
and those which merely aim at a general reduction in 
opportunities for the transmission of infection. 

Under the first heading we must obviously consider 
the probable efficacy of the isolation of cases of 
N2 
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infective disease. The experimental and _ bacterio- 
logical data at our disposal do not suggest that this 
method has much to recommend it as a measure 
designed to reduce the frequency of disease and 
death, due to an infection which is endemic among the 
population at risk. Without pressing the analogy, we 
might suggest that such a procedure is rather like the 
continuous removal of an unpleasant product of a 
chemical reaction, in the hope that the reaction will 
thereby be brought to an end. A more hopeful 
procedure would be to determine the conditions of 
the reaction, as a preliminary to altering them. The 
opinion of experienced administrators, on the actual 
results of the policy of isolation, bears out the 
expectation based on conclusions from bacteriological 
observation and from experiment. 

The isolation hospital may, perhaps, be defended 
on the grounds of the benefits which it confers on the 
sick persons for whose treatment it provides. As a 
means of lessening the general incidence of infective 
disease it receives little support on scientific grounds, 
and apparently finds few friends among those who 
are best fitted to judge of its practical effects. It is, 
of course, reasonable to argue that the isolation of 
a person sick of an infectious disease must of necessity 
reduce the risk run by a few persons who would other- 
wise be brought into contact with the patient. This 
none can deny. The point at issue is whether the 
spread of infection from diagnosed cases to susceptible 
hosts forms such a significant fraction of the total 
spread of infection, which is occurring in the affected 
area, that the suppression of this one avenue of spread 
will appreciably lower the incidence of disease. 

One point may be here stressed. It seems to us to 
be no sufficient answer to a criticism of any particular 
administrative method to suggest that it probably 
does some good, and that while any doubt remains 
the public are entitled to such protection as the 
enforcement of that particular measure may possibly 
afford. The hard facts of the case are that public 
health administration is expensive in effort, time, and 
money, and that the total expenditure which can be 
devoted to the prevention of disease is limited by the 
available resources. Elementary economy demands 
that we should apply our efforts in those directions 
in which we can hope for the best return. 

If the isolation of the sick offers little hope of the 
effective control of infectious disease, can we expect 
better results from the detection and isolation of 
carriers ? The answer here must be given by expe- 
rience. In certain diseases, and in small outbreaks in 
which the entire population at risk is susceptible to 
unusually complete control, as, for example, in out- 
breaks of diphtheria in institutions, much may be done 
in this way. In a few diseases, such as typhoid fever, 
in which the total incidence may be relatively small, 
and in which a few chronic carriers may be the only 
important sources of infection in a large district, the 
detection and control of these individuals is obviously 
indicated. In most diseases, and 1n all cases in which 
we are concerned with an endemic infection widely 
distributed among a large uncontrolled population, 
the detection and isolation of carriers has been shown 
to be impracticable. 

Turning to those administrative measures which 
bring about a general reduction in the opportunities 
for the transference of infection from host to host, 
theoretical considerations suggest, and _ practical 
experience affirms, that any measure of this kind 
is to be welcomed with enthusiasm. Any improve- 
ment in sanitation, which ensures a clean water, or 
milk, or food supply, which reduces the frequency of 
insect vectors of infection, or which reduces close 
contact between individuals, may be expected to lead 
to a reduction in the incidence of those diseases, with 
the transference of which that particular measure of 
sanitation interferes. This expectation has been 
fulfilled whenever an effective measure of reducing the 
general opportunities for the transference of a particular 
infection has been established. 

This brings us directly to the vexed question of over- 
crowding. The dominating influence of this factor 





on the incidence of human and animal disease has been 
established beyond question. Perhaps one of the most 
convincing examples of its influence has been provided 
by the studies which were carried out during the late 
war on the incidence of cerebro-spinal fever, particu- 
larly the observations made by Glover.*? 

It seems possible, however, that we may expect too 
much in future from improvements along these lines, 
though they should clearly be exploited to the limits 
of their possibilities. I would suggest that it might 
be helpful to adopt a bacteriological definition of 
effective overcrowding as ‘‘ any spatial distribution 
of a population which favours the trequent transference 
of a particular pathogenic parasite from host to host.”’ 
On this definition overcrowding, as it is concerned in 
the spread of infection in typhoid, influenza, malaria, 
or typhus, would depend on entirely different factors. 
I think that the absence of some such definition has 
led to a little confusion in certain statistical inquiries. 
Some measure of overcrowding must be adopted in 
calculating its probable influence on the spread of 
any given disease, and it is usual for the statistician 
to employ some such measure as the number of houses 
per acre, the number of families per house, or the 
number of persons per room. I would suggest that 
such a measure may entirely neglect the effective 
overcrowding to which a population is subjected. 
At the moment, the enemy which threatens us is 
respiratory disease. Influenza and its allies determine 
the reigning epidemic constitution. It seems very 
possible that it is our trains, and tubes, and ’buses, 
and trams which ensure a highly successful admixture 
of hosts and ampie opportunities for transferenve of 
parasites. The more we expand our residential suburbs, 
keeping our workshops in a few large centres of 
industry, the more shall we accentuate this particular 
difficulty. In dealing with the acute respiratory 
diseases of mankind it does not look as though the 
reduction of effective overcrowding were likely to 
prove the strong suit in our hand. We are faced 
with another illustration of the wisdom of Robert 
Watt’s aphorism : ‘‘ We may, it seems, under permis- 
sion of Divine Providence, deprive death of some of 
his apparently most efficient means; but deprived of 
these, new means are discovered, or the old improved.” 

In the control of epidemics among animals we are 
not limited by the considerations of social expediency, 
and more may be hoped for from a strict control over 
the movements of healthy and infected stock. It is 
probable, however, that the principles which limit the 
utility of such methods are as applicable to animal as 
to human diseases. We would express a_ personal 
doubt as to the benefit which is likely to result 
from the policy of slaughtering cattle which form 
part of a herd, among which a case of foot-and-mouth 
disease has been diagnosed. In a country which had 
been free from this infection over a long period of 
time, such a policy might well be adopted in an 
attempt to stamp out the new infection before it 
obtained a foothold. But, once that foothold has 
been obtained and recurrent outbreaks have shown 
that the infection has become widely generalised, 
it seems possible that slaughter may have effects 
somewhat different from those intended. We have 
seen that the continuous immigration of susceptibles 
appears to be the most important single factor in 
maintaining the level of epidemic prevalence of an 
infective disease. If we may assume that slaughter 
has, in fact, failed completely to stamp out infection— 
and the history of the past few years suggests that this 
is the case—then it would seem that the elimination 
of all those animals which have been exposed to risk, 
and their replacement by uninfected suscentibles 
trom other areas, may have little to recommend it 
as a means of reducing the incidence of the disease. 
In the old days of sailing ships and press-gang, the 
experienced captain held strong views on the unwisdom 
of introducing among his crew any large number of 
men, however healthy, who were ‘ not salted to the 
ship,’”’ for he knew from bitter experience that the 





mingling of samples of humanity who had for long 
been exposed to different msks of infection might have 
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disastrous consequences. The principle is probably of 
wide application in human and animal disease. 

It would seem that our best hope of controlling those 
infectious diseases, which refuse to yield to those means 
of general sanitation which are compatible with the 
modern organisation of our social life, lies in devising 
some effective means of immunisation, and so raising 
the average level of herd-resistance. We have already 
referred to the use which has been made of the Schick 
test in the study of diphtheria. The results which 
have been obtained by active immunisation based 
on the information obtained by the use of this test 
afford an excellent example of the success which attends 
the application of scientific methods to the prevention 
of disease. No better instance of the utilisation of 
such methods could be cited than is to be found in 
a recent paper °* by Okell, Eagleton, and O’Brien. 

We have seen reason to believe that the efficacy 
of such methods may vary greatly according to the 
period of the epidemic process at which they are 
applied. If the best method of immunisation at our 
disposal will yield only a slight increase in the average 
herd-resistance, it may make all the difference whether 
such immunisation be applied early or late in the 
spread of infection. We cannot envisage with 
equanimity the immunisation of the whole of man- 
kind to all the infectious ills which flesh is heir to. 
If, as seems very probable, any outbreak of infectious 
disease is preceded by a redistribution of the specific 
parasite among the population at risk, a knowledge 
of such a redistribution might yield valuable indica- 
tions as to the appropriate measures to be adopted. 
It is possible that one of the duties of the public 
health intelligence service of the future will be to 
keep a watchful eye on variations in the microbial 
flora of mankind, by a continuous sampling of the 
population. Under the auspices of the Ministry of 
Health we are carrying out such a sampling of the 
Manchester population with regard to some of the more 
important members of the nasopharyngeal flora, and 
correlating the results with the incidence of the various 
types of respiratory disease. 

It seems probable, however, that the earliest testing, 
on a field scale, of any principles which may be 
derived from experimental results must be carried 
out in connexion with animal rather than with human 
infections, since the opportunities for control and for 
the collection of special data are so much greater ; 
and I would end as I began by emphasising the need 
for still closer coéperation between the students of 
human and of animal disease, and for a broad biological 
outlook on the part of both. 


I should wish, on behalf of Dr. Greenwood and 
myself, to express our thanks to those who have 
helped us during the course of this work; on the 
bacteriological side to Dr. G. S. Wilson, Mrs. Joyce 
Wilson, Dr. L. P. Lockhart, and Miss E. R. Lewis ; 
on the statistical side to Miss E. M. Newbold, Miss 
Thomas, and Messrs. Fanning and Martin; and to 
Mr. W. Bale for his continuous assistance in the care 
of our stock of normal and infected mice. 

Weacknowledge our great indebtedness tothe Medical 
Research Council for their generous support throughout 
the past five years. Investigations of this nature are 
necessarily protracted and expensive, and without the 
Council’s support they could not have been undertaken. 


Bibliography.—The bibliography to Lectures I., II., and III, 
appeared in THE LANCET of March 6th, p. 484. 


DEATH OF SALFORD CORONER.—The death occurred 
at his home at Altrincham, near Manchester, on March 8th, 
of Mr. Arthur Holmes, coroner for the borough of Salford. 
Mr. Holmes was in his sixty-eighth year and was a son of 
the manse ; he was appointed coroner in 1896 on the death 
of Mr. Frederick Price, For many years it was the custom in 
the borough to hold inquests on licensed premises, and 
during a long murder case a missing witness was found to 
have been taken into custody, as he had been drinking to 
excess during the long wait. This untoward incident was 
largely responsible for a room being set apart in Pendleton 
town hall for sittings of the coroner’s court. It was in this 
court that the arsenic in beer scare was first brought to light 
and investigated. For some time Mr. Holmes acted as clerk 
to the Manchester Port Sanitary Authority. 
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Tue following cases. selected from records of a 
large number of diabetics who have been treated in 
the Royal Infirmary, Edinburgh, are reported to 
illustrate the possibilities of modern treatment. 

The diet scale used that described by Prof. 
Murray Lyon,’ consisting of three types graded 
according to the carbohydrate-fatty-acid ratio—viz.. 
the A diet having a ratio of 2 to 1 or over, the B diet 
having a 1 to 1 ratio, and the C, in which the ratio 
approaches in the lower caloric values, and reaches 
in the higher, the optimum ratio of 1 to 1:5. A further 
modification is found in the D diets, where the ratio 
remains | to 1:5, but in which the protein content is 
increased. The A diets are always accompanied by 
insulin, and are employed to abolish severe clinical 
ketosis; the B diets may be used with or without 
insulin to get rid of glycosuria ; the C diets are used 
alone to estimate the patient’s tolerance, and also 
with or without insulin to slowly advance the caloric 
intake. Patients may be finally kept on the higher 
values of C or changed over to the D scale. which 
affords a more suitable maintenance diet on account 
of its higher protein content. The various diets are 
selected and interchanged to suit the requirements of 
individual cases during varying degrees of tolerance. 
They are referred to under the group letter, followed 
by a figure indicating the number of available calories 
in hundreds—e.g., a B 15 diet is one yielding 1500 
calories, built to give a carbohydrate ratio of 1 to 1. 

Insulin is withheld, except in cases possessing such 
a low carbohydrate tolerance that it is impossible to 
abolish glycosuria, or to continue an adequate caloric 
intake, by dietary measures alone. When required, 
it is injected two hours before a meal, except in very 
severe cases, when the interval is reduced at first to 
one or one and a half hours. All patients requiring 
insulin are taught, and those who have had preliminary 
hospital supervision have in most cases experienced, 
the symptoms of hypoglycemia, and their remedy. 
The urine is tested for sugar daily by Fehling’s method 
by the patients themselves, and also once weekly by 
the sister dietitian. 


Is 


Group A. 

CASE 1.—-A male, aged 23 years, had complained of lack 
of energy and tiredness on rising in the morning for about 
two months. This was attributed to frequent coincident 
attacks of trigeminal neuralgia, and two carious teeth were 
removed and a root abscess drained. About this time he 
commenced to be troubled with increasing frequency of 
micturition accompanied by urgency, and occurring especially 
after meals. The lassitude and urinary symptoms continued 
for three weeks. His urine contained 2-5 per cent. glucose 
one hour after a meal (estimated by Benedict’s method), 
and a trace of acetone was present. The fasting blood-sugar 
content was 210 mg. per cent., and a sample of urine taken 
at the same time contained 0-5 per cent. glucose. At that 
time his weight was 9 st. 12 lb., height 5 ft. 7 in. He was 
given a B 15 diet and in two days the urine was sugar-free. 
This diet was continued for a week, then he was given C 13, 
with an increase of 100 calories every third day till C 28 was 
reached. He was kept at this level for a week, then changed 
to the D scale and raised to D 30. During this period of 
dieting he lost 9 lb. weight during the first fortnight, but this 
was soon regained. Lassitude, neuralgia, and urinary sym- 
ptoms quickly disappeared during the first month. Eight 
months have elapsed since he first came under observation, 
and he now takes an ordinary diet with some limitation of 
cereals, and avoids substances containing actual sugar. 
Glycosuria occurred on one occasion after a full ordinary 
meal had been taken, as the patient felt sure that he must 
have completely recovered. The experiment was not 
repeated, and there has been no reappearance of glycosuria. 
Seven similar cases have been examined, 
general summary will avoid much repetition. 
Four of the cases were males and three were females, 


and a 


the 





ages ranging from 24 to 40 years. They sought advice for 
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some of the following symptoms : 
urgent micturition—worst after 
by polyuria; neuralgic pains; thirst, and in some cases 
hunger; itching of the skin; and in one case, which has 
previously been fully reported,? xanthomata of wide distribu- 
tion were present. The duration of these symptoms varied 
from one to three months, during which time they had 
increased in severity. On examination glucose was found 
to be present in the urine, in some instances accompanied 
by acetone. When treatment was begun the initial diet 
varied from 900 to 1500 calories on the B scale, and the urine 
was rendered sugar-free in from three days to a week. 
Thereafter the diet was raised quickly to about a 2500 caloric 
value on the C scale, and later slowly increased to 3000 or 
3300 calories on the D scale. One female remained at C 25, 
the tolerance being limited to this level, and this amount 
was sufficient for her body requirements. The increase to 
the highest values was made over periods of from one to six 
months. In two cases small amounts of sugar were again 
found in the urine after two and four months respectively 
on D 33. The diet was accordingly reduced to C 15 until the 
glycosuria was rectified, then a daily increase of 100 calories 
was allowed till the previous high level had been attained. 
Five of the patients, including the two slight relapses, have 
remained sugar-free for periods varying from seven months 
to four years and are now taking practically a normal diet, 
with limitation of bread and cereals, and omission of actual 
sugar. In three cases slight acetonuria was present on several 
occasions, but vanished when the fat intake was reduced. 
These patients were instructed on the necessity of regulating 
the distribution of fats so that they should always be taken 
along with an adequate amount of carbohydrate. 


Group B. 

CASE 1.—A previously healthy school-boy, aged 16 years, 
had complained for one month of being easily fatigued, 
of rapid loss of weight, of frequent and urgent micturition, 
and of thirst. Latterly he felt constantly languid and drowsy. 
The urine was loaded with sugar and acetone. He was 
admitted to hospital, and during the 15 hours following 
admission passed 70 oz. of urine. He was markedly 
emaciated, was 5 ft. 11 in. in height, and weighed 8 st. 13 Ib. 
The skin was dry and rough, the tongue dry and raw, the 
teeth were in good condition, and the lungs showed no 
evidence o1 tuberculosis. He was put on a B 15 diet with 
30 units of insulin divided into three doses of 10 units each. 
On the first day of treatment his urine contained 30-24 g. 
sugar out of the 124 g. in the diet, but after continuing for 
five days the urine was sugar- and acetone-free and the thirst 
and polyuria had disappeared. The diet was changed to 
C 19 and increased daily by 100 calories till a daily intake of 
165 g. carbohydrate in a 2800 caloric diet was being given. 
During this rapid increase there was no return of glycosuria 
or ketonuria, and on account of slight hypoglycemic sym- 
ptoms after the first injection of insulin on four successive 
mornings the drug had been reduced to daily dose of 
15 units. The patient was discharged on a C 28 diet with 
15 units of insulin after 19 days in hospital. Three weeks 
after discharge he was able to stop insulin altogether, having 
gradually reduced the daily dose during this period. During 
the ensuing four months his urine has remained sugar- and 
acetone-free on a D 28, with an additional allowance of half 
an orange per day and a preparation of almost sugarless 
marmalade (1 per cent. available carbohydrate), and in 
spite of an attack of tonsillitis and a gastric upset of a few 
days’ duration. He has put on 1 st. 6 lb. in weight, and the 
starving blood-sugar content is now 150 mg. per cent., and 
the blood-sugar curve of a normal character. 

CASE 2.—A girl, aged 11 years, had complained of thirst, 
with parched mouth and lips, and polyuria, with urgent and 
frequent micturition for the previous three months. Her 
urine was examined during this period and was said to 
contain 5-6 per cent. glucose before a meal and 15-5 per cent. 
one hour after the meal. During the preceding two years 
she had suffered from whooping-cough, chicken-pox, and 
rubella. She was admitted to hospital, was found to be very 
emaciated, weighing 3 st. 12} lb., her height being 4 ft. 7 in. 
The skin was dry and rough, the tongue raw. The patient 
was put on a B diet of 1000 calories, which was the following 
day reduced to 700 calories. On both days the total carbo- 
hydrate in the diet was excreted in the urine together with 
acetone, which was much increased with the lower diet. 
The clinical manifestations of acetonemia were judged 
to be severe enough to require an A diet, and she was given 
A 17 for two days along with 30 units of insulin. This caused 
disappearance of the ketonuria, but 10-7 of sugar were 
lost in the urine on both days. The injected insulin was 
sufficient to account for all the sugar metabolised, the 
patient evidently having no insulin of her own available. 
The carbohydrate intake was reduced by giving a B 12 diet 
and the glycosuria stopped. The diet was changed to the 
C series and gradually advanced, and in six weeks the patient 
was able to take a © 24 diet, while the insulin had been 
At the end of this 


Tiredness, frequent and 
meals and accompanied 


reduced to one injection of 5 units daily. 





period the patient was discharged, and continued treatment ; 
her weight was now 4 st. 13 lb., showing a gain of 1 st. 
Two and a half months later she was able to stop insulin, 
having recently had several slight attacks of hypoglycemia, 
and has remained sugar-free for two months. On several 
occasions she has had slight ketonuria, and the fats in the 
diet have had to be slightly reduced below the 1-1-5 ratio, 
with the desired result. She now weighs 5 st. 6 lb., having 
gained 2 st. 6 lb. since the commencement of treatment. 

CASE 3.—A man, aged 43 years, had complained of 
polyuria, thirst, loss of energy, and fatiguability during the 
ten years prior to examination, when the urine was found to 
contain glucose and acetune. On admission his weight was 
9 st. 84 lb., and insulin was essentially required to restore 
the sugar-curve to normal limits. He was discharged, 
taking C 26 and 15 units of insulin daily. Three months 
after discharge the diet was C 27, insulin was no longer 
required, and his weight had steadily increased to 10st. 11 Jb. 
During the ensuing seven months no insulin has been 
required, he has remained sugar- and acetone-free in spite 
of several colds, and his weight is now 11 st. 4]b., an increase 
of 1 st. 9 lb. since the commencement of treatment. 

CasE 4.—A male, aged 61 years, had suffered from poly- 
uria, thirst, and tiredness for the past nine years. He had 
to stop work on account of this four years ago. He had 
been under medical supervision during part of that time, 
and is reported to have had constant glycosuria. One year 
ago gangrene of the right big toe commenced and slowly 
spread to involve the whole foot. Patient was admitted 
to hospital, put on a B 15 diet along with 45 units of insulin 
daily for two days. This reduced the glycosuria to a trace 
and abolished ketonuria. Then a mid-thigh amputation 
was performed, The day after operation the urine was sugar- 
free. The diet was increased gradually, and the insulin 
reduced till it was stopped altogether. He has remained 
sugar- and acetone-free for two months on a C 24 diet, and 
the wound has healed satisfactorily ; polyuria and thirst 
quickly disappeared after treatment had been commenced. 

Group C, 

CASE 1.—Male, aged 18 years, had severe diabetes of short 
duration and was treated in hospital immediately he was 
observed. Insulin was required, and he was discharged 
taking C 28 with 10 units of insulin daily in one dose given in 
the morning. He continued under this treatment for one 
month, remaining sugar- and acetone-free. During the 
next three months insulin was successfully decreased, till 
it was stopped, the diet now being D 29, He was kept at 
this level for five months, then, coincident with the onset 
of acute nephritis, sugar reappeared in the urine. A daily 
dose of 10 units of insulin was again required, and the 
constitution of the diet was altered during the acute stage 
of the nephritis. During the three weeks after recovery from 
the nephritis the insulin was reduced to 8 units with a 
D 28 diet. From the commencement of treatment patient 
gained 2 st. in weight. 

CASE 2.— Male, aged 32 years, treated in hospital for severe 
diabetes requiring insulin administration at first. Discharged 
after four weeks on D 28, without insulin, and weighing 
8 st. 5 lb. He continued on this diet for seven months 
without glycosuria, then showed a trace for several days. 
The diet was reduced to 300 calories on the B scale and 
gradually increased to D 28. This got rid of the glycosuria, 
which remained absent for a further five months. The glycos- 
uria then returned for no obvious reason and could not be 
abolished by dietary measures so as to permit a suitable 
maintenance diet, and during the ensuing six months his 
tolerance fluctuated and he required from 3 to 15 units of 
insulin daily on a C 24 diet. His weight is now 8 st. 9 Ib., 
about 8 Ib. below the standard for his age and height. All 
through the treatment he showed frequent traces of acetone 
during and in the absence of glycosuria. 

Group D. 

Male, aged 38 years, had complained for some months of 
thirst, polyuria, failing eyesight, weakness and fatigue, and 
loss of weight. Hewas treated in hospital, required insulin, 
and was discharged on C 25 with 15 units daily. In four 
months the diet was raised to C 26, and the insulin reduced 
to nil, and he continued sugar-free on this dietary for one 
month. He then developed a persistent slight glycosuria, 
and a daily injection of 5 units was giv en. This was sufficient 
to clear the glycosuria, and after six weeks the insulin was 
stopped, following a fairly severe hypoglycemia, For the 
next two months he remained sugar-free on a C 21 diet 
containing 106 g. glucose, in spite of a peritonsillar abscess, 
for which he was treated in hospital. He next developed 
a severe cold, the glycosuria returned, and he again had 
5 units of insulin daily. This was stopped at the end of five 
weeks, and for two months the patient has been free of sugar 
on a © 24 diet. His weight throughout treatment has 
remained about 10 st. 10 Ib. 

Fourteen cases are divided into four groups: 
(a) Seven patients in whom the disease was of a mild 
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character, who were treated by dietary measures alone, 
and who have now regained almost a normal tolerance. 
(b) Four patients who required insulin treatment when 
first observed, but who regained sufficient tolerance 
to enable them to discontinue its use, while continuing 
to take a generous maintenance diet. (c) Two patients, 
who, although like those in group B were able after 
a time to discontinue insulin, again required it, owing 
to a further decrease in pancreatic function. (d) One 
patient who twice needed insulin for short periods after 
having first ceased to require it, and following each 
‘ course ”’ was able to take a sufficient diet. 


Principles of Treatment. 

The severity of the symptoms, the presence of 
ketonuria, and the effect of large doses of insulin 
indicate that the common condition in all these cases 
was one of decreased activity of the insular tissue of 
the pancreas. The principle underlying treatment 
has been to permit physiological rest to this organ 
in accordance with Allen’s findings in animal experi- 
ments. Wherever possible this has been attained by 
diet alone, insulin being added only where the diet 
was insufficient or where ketosis was present or 
threatened. When the condition has been improved 
for a time and then glycosuria returns (indicating 
over-taxation of the powers of assimilation) the pan- 
creatic function is again immediately rested as com- 
pletely as possible, and later the diet is very gradually 
increased. 

Results. 

The beneficial effect of this line of treatment is 
forcibly illustrated by those cases in which large 
doses of insulin have been diminished and ultiniately 
stopped, while the patient has continued to take a 
generous diet, the corstitution of which presents no 
extreme variation from the normal. 

It is reasonable to assume in cases showing genuine 
return of tolerance and an increasing capacity for 
naturally metabolising sugar that there is some return 
of functional efficiency of the pancreas, possibly a 
regeneration of islet tissue. and an increased natural 
production of insulin. The occasional reappearance 
of glycosuria may be explained as being due either 
to mild intercurrent infections, such as coryza, which 
are usually coincident and often precede, or to func- 
tional over-strain entailed by a too generous dict. 
It is worthy of note that when insulin was once more 
necessary in the treatment of these relapses the dose 
required was small. Further, the dose did not need 
to be progressively increased, but could be reduced, 
and in some cases finally discontinued. In some of 
the cases treated by diet alone a sugar tolerance 
approaching almost to normal has been reached, and 
the damage to the pancreas has been apparently 
either recovered from or compensated for. On the 
other hand, in those who required insulin, the tolerance 
regained is not nearly so great, but, especially in the 
vounger cases in group B, a still further improvement 
is perhaps possible, and at least the present degree 
of recovery should, with reasonable care, be easily 
maintained. The patients have never been subjected 
to a special glucose tolerance test after the commence- 
ment of treatment. The information as regards 
improvement to be gained from such investigation is 
not thought of sufficient value to justify the accom- 
panying strain on the carbohydrate mechanism, and 
the diet which can be tolerated with absence of 
glycosuria is a more natural, if less direct, indication 
of the patient’s capabilities. The object in reporting 
these cases is that they seem to emphasise, firstly, 
the controllable character of the disease in the majority 
of cases treated on physiological lines with the whole- 
hearted coéperation of the patient, and secondly, that 
a surprisingly adequate carbohydrate tolerance may 
be recovered. 

I am indebted to Prof. Murray Lyon for permission 
to observe his cases and for suggestions as to the 
selection of those recorded. 

References.—1. Pybus and Lyon: Brit. Med. 


August 23rd, 1924; Lyon: Edin. Med. Jour., 
1923. 2. Lyen: Edin, Med, Jour., April, 1922. 
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CHANGES IN VENTRICULAR 
ASSOCIATED WITH 
ATTACKS 

COMPLETE HEART-BLOCK. 
By C. E. K. HERAPATH, M.C., M.D. Lonp., 
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Iv is well known that if the bundle of His be destroyed 
by a lesion, thereby cutting off impulses from the 
auricles to the ventricles, the ventricular action 
becomes slow and regular, and entirely different from 
that of the auri¢les. The ventricular contractions are 
then initiated from a rhythmic centre which lies in the 
bundle somewhere. between the A.-V. node and the 
division of the bundle into its two branches. This 
idio-ventricular rhythm is usually between 30 and 40 
beats a minute, but many variations are recorded. 
It may be as slow as 15 or as frequent as 66 per minute, 
and the regularity may be interrupted by premature 
ventricular contractions. Apart from these it is 
occasionally irregular, and sometimes it stops tem- 
porarily, giving ris¢é to the Stokes-Adams syndrome, 
which is characterised by loss of consciousness and 
sometimes fits. The fits result from the longer ventri- 
cular pauses—that is, and are due 
to cerebral anwmia. The idio-ventricular rhythm is 
not under the control of the vagus, yet in some cases 
increase in rate is caused by emotion, exercise, and 
the injection of adrenalin. This suggests that it 
may be influenced to some extent by the sympathetic 
nervous system. It is my intention to review the 
literature on the subject, to give an account of a 
case showing Stokes-Adams attacks, and afterwards 
to discuss their causation. 

In attempting to elucidate the cause of the ventri- 
cular arrest in these attacks the rate of beat before 
the attack and immediately afterwards is most 
important, but it is only in a few cases that this 
has been recorded, and there are few, if any, electro- 
cardiograms which would be of the greatest assistance, 
inasmuch as they would reveal the type of the 
ventricular contractions. Quickening of the ventri- 
cular rate immediately before the attacks has been 
reported by Hay and Moore,' Ashton, Norris, and 
Lavenson,? Mackenzie,*? and Cohn and Lewis‘; in 
the last two the tachycardia has been attributed to 
runs of premature ventricular contractions. Slowing 
of the ventricular rate before the attacks has been 
described by Wardrop Griffith,’ Barr,* Norfleet,’ 
Phear and Parkinson,* and Cowan and Ritchie.*® 
Attacks without previous alteration of rate are reported 
by Phear and Parkinson,* Barr,* and Erlanger.'” 
The ventricular rate after the attacks also seems to 
vary; Wardrop Griffith '' has described a rate of 
100 per minute with premature ventricular contrac- 
tions, Hume '™ describes a rate as fast and feeble, and 
Pepper and Austin '* as rapid and running, dropping 
to 20 in two minutes. Byrom Bramwell '!* mentions 
two cases in which the rate after the attacks was 
120 and 130 per minute, but suggests that the auricular 
rate had been counted instead of the ventricular. 
Scott,?®° Stengel,'® Hay and Moore? and Jellinek and 
Cooper '’ record quickening at first but slowing down 
in a few minutes. Starling,’* Barr,® Norfleet,’ 
Jellinek and Cooper,'? and Cohn and Lewis* record 
a slow rhythm after the attacks which gradually 
accelerates to the normal idio-ventricular rate. 
Wiltshire 1° reports a remarkable case in which 
19 attacks are analysed; the rates of ventricular 
contraction before the attacks vary from 19 to 67 
per minute, excluding the three final attacks, and 
he remarks that the length of the ventricular stand- 
still showed some relation to the previous rate of the 
ventricles. When the ventricular rate had been slow 
the subsequent attack was likely to be short, but 
when the ventricle had been rapid the subsequent 
attack was likely to be long. 

Clinical History. 

A man, aged 63, was sent to the out-patient department 

of the Bristol Royal Infirmary on April 6th, 1925, complaining 
N3 


over 20 seconds 
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of shortness of breath and weakness. 
attacks of what he called giddiness, and had fallen in some 


of these attacks. The heart was 


there was a systolic murmur at the apex. 


was 210 mm. Hg and the 
arteries were much sclerosed. The 
pulse was regular at 35 per 
minute. There was no history 
of syphilis, and the Wassermann 
reaction was negative. The 
electrocardiogram showed com- 
plete heart-block, the auricular 
rate being 100 and the ventricular 
36 per minute. There was left 
ventricular preponderance with 
normal ventricular complexes, 
proving that the site of origin of 
the ventricular contractions was 
somewhere between the A-.V. 
node and the division of the 
bundle of His. There were a few 
premature ventricular contrac- 
tions, of which the complexes 
were almost the opposite of the 
predominating complexes (Fig. 1). 
On April 21st he developed fre- 
quent attacks of temporary loss 
of consciousness and was seen by 
Carey Coombs, who very 
sent him to me at the 
Royal Infirmary. At the time of 


his admission he was having Stokes-Adams attacks at the rate 


of one every ten minutes or so. 
ali exactly similar in character ; 


we mA 
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April 22nd, 1925. 


quicken from 36 to about 60 per minute ; 
for about 40 seconds and then the ventricles would stop and 


remain quiescent for from 12 to 


period he became slightly cyanosed and finally unconscious, 


April 27th, BORE. 


ed he en 
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A continuous tracing of lead IT. 


The time ordinates hardly show, 


Auricular rate, 85: 
with the same complexes as the premature beats in Fig. 1. 


He had had a few 


considerably enlarged and 
The blood pressure 





April 6th, 1925, Shows compl 
38:7 per min. 


Clinically the attacks were 
the pulse would suddenly 
Fic. 2. 
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this would continue 


15 seconds. During this 
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ventricular rate, 35 per min. 


Fig. 1. 


ete heart-block. 


rate it continued till the next period of tachycardia. 
had no distress, nor was he frightened by the attacks, which 
he described as just falling asleep. 


Auricular rate, 100 ; 
Premature contractions in lead I., L1., and III. marked +, 


with rather spluttering respirations. There was no convulsion. 
The radial pulse then returned, and he flushed and gradually 
resumed his normal florid colour. 
and gradually quickened to about 35 per minute, at which 


The pulse started slowly, 


ventricular rate, 


He 
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intersystolic intervals are marked in fifths of a second. 
but a few are etched in white. 


These attacks were observed for about half an hour, and 
then he was removed to the electrocardiographic depart- 
ment, during which journey he had two more attacks. A 
tracing of two complete 


attacks was obtained and then, 
while still connected to the 
machine, he was given an intra- 
muscular injection of 5 minims of 
adrenalin solution (1 in 1000)— 
the method of treatment described 
by Phear and Parkinson. At the 
time of injection the ventricular 
rate had quickened prior to 
another attack, and in due course 
this appeared. He had one slight 
attack after returning to the 
ward, and then no more till 7 the 
next morning, when he is said 
to have had two slight ones: a 
further injection of 5 minims was 
given, and he has had no more 
attacks up to the present time. 
Fig. 2 shows a complete attack, 
lead II. being used. The tracing 
is a continuous one which has 
been divided into three portions. 


The Electrocardiograms. 


The chief features are these : 
First, there is a rapid rhythm 
which varies from 62 to 63 per 
minute in rate. The rhythm is 
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not perfectly regular, beats varying from 4-6 to 5-4 fifths 
of a second, but, allowing for distortion of some of the 
ventricular complexes from a superimposed P-wave, they 
are all of the same type, and similar to the complex of the 
premature beat seen in lead II. of Fig. 1, but the last ventri- 
cular complex before the ventricular stop is different; it 
is late, being 6-2 fifths of a second after the previous beat, 
and the complex is the same as the normal one in Fig. 1 ; 
there is a small R; a deep S and T is more pronounced. 
During the whole period of tachycardia the dissociation of 
auricular and ventricular rhythms continues, so that the 
block is still complete. The ventricles then stop beating 
but the auricles continue to beat regularly, though the rate 
has quickened to 104 per minute. During the ventricular 
standstill it quickens still further to 115 per minute. In 
the tracing obtained of each attack there is a lifting of the 
tracing at the eighth auricular wave following the ventricular 
standstill, representing probably the point at which con- 
sciousness was lost. The ventricles started again after a 
pause of 12} seconds, beginning slowly and gradually 
quickening. It can be seen in the tracing that the first 
ventricular complex is of the same type as the last before 
the attack, the next four are more like those of the quick 
period except that they are wider, the Q.R.S. interval 
being 0-16 seconds, and in addition the R and S are thickened. 
After these four beats the remainder are identical with those 
of the tachycardia, and this rhythm continues for some time. 
The tracing obtained of the next attack was identical to 
this one with two exceptions: (1) The last beat of the 
ventricles before the stop did not differ from the previous 
ones, nor was there a longer inter-systolic period before it ; 
(2) the ventricular stop was a little longer, lasting for 15 
seconds, but there was no convulsion. After both attacks, 
when the rhythm had settled down, the ventricular com- 
plexes were of the original type of Fig. 1, though the change 
was not caught in the tracing. After adrenalin the original 
type of complex remained for as long as the tracing continued, 
which was for 20 minutes. 

The next tracing was taken on April 27th (Fig. 3), and a 
regular slow rhythm was found, the rate being between 
34 and 35 per minute. The ventricular complexes were 
found to be all of the type of those of the premature beats 
in Fig. 1. This rhythm continued, as seen in tracings not 


Fic. 


+ 


May 11th, 1925. Shows 2-1 partial heart-block. 


down the right branch of the bundle. 


published, till May 4th. On May 11th an increase of rate 
to 48-2 was observed, and a tracing (Fig. 4) showed that the 
complete block had given way to 2-1 partial heart-block. 
This continued till May 14th, when he left the hospital to 
become an out-patient. He was next seen on June 22nd, 
when complete heart-block had returned (Fig. 5), the rhythm 
consisting of coupled beats with varying ventricular com- 
plexes, and the same rhythm was seen on his last examination 
on July 7th. It is noteworthy that complexes of the original 
type have not been seen since April 22nd. 

The only other electrocardiogram of an attack 
that I?can find in the literature is that published by 
Gager’and Pardee,?® who show a tracing where, in 
complete heart-block, the ventricular rate quickened 
to 60 per minute immediately before a ventricular 


standstill. The ventricular complexes were at first 
of an abnormal type, being wider than normal, 
but during the tachycardia they gradually changed, 
becoming narrower and of the same type seen in other 
tracings of the case. They suggest that there was a 
shifting of the ventricular pacemaker from an abnormal 
situation to the normal during the tachycardia. 
Before stopping the last two ventricular beats become 


Fic, 5. 


June 22nd, 1925. A short strip of lead II. showing a change in 
dominant rhythm and coupled beats, the second of each group 
being a ventricular premature contraction. The dominant 
ventricular rhythm shows another variation in ven‘ricular 
complex. 


spaced out to 1-11 and 1:16 seconds. There is no 
explanation as to why the ventricular rhythm suddenly 
stopped. Unfortunately, the ventricular standstill 
was long enough to produce a convulsion, and there- 
fore the resumption of the ventricular contractions 
could not be shown. 

Discussion. 

Much inquiry has taken place in the past as to the 
cause of the peculiar attacks of unconsciousness which 
may be found in cases of extreme bradycardia, and 
it is only about 25 years ago that it was recognised 
that they were connected with lesions in the bundle 
of His. Even now little is known as to the reason why 
the ventricle should stop so suddenly and then resume 
its activity. Erlanger *' has shown experimentally 





The ventricular complexes are very wide, suggesting deficient conduction 
The ventricles are beating at the dictation of the auricles, 


that asystole of the ventricles may be expected in 
complete heart-block if there be a sudden cessation 
of a rapid stimulation of the ventricles. Hay,** in 
discussing this subject, expresses the opinion that in 
complete heart-block there is one point which produces 
the stimuli for ventricular contraction, and that any 
factor which could disturb this rhythm would cause 
ventricular standstill until such time as some other 
part of the muscle develops an inherent rhythm, 
or until the original point recovers its rhythmicity. 
Willius** points out that attacks of this kind may be 
expected more often in cases where the ventricular 
rate is in the twenties than when in the thirties, and 
in the thirties than in the forties. In _ electro- 
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cardiograms one can estimate the position of the 
point which produces the stimulus for ventricular 
contraction to some extent by the shape of the ventri- 
cular complex, and any changes which occur in the 
position of this point are demonstrated by a variation 
in the ventricular complex. We also know that it 
takes time for a new site for stimulus production to 
be developed in the bundle. 

Returning to the case described, the following are 
the facts. An electrocardiogram of complete heart- 
block is shown, in which the ventricular complexes 
prove that the stimulus-production lies in the A.-V. 
bundle, for the complexes are of the normal supra- 
ventricular type. This rhythm is disturbed at times 
by premature ventricular contractions, the complexes 
of which are of the type of those arising from some 
portion of the right branch of the A.-V. bundle. Later 
we see that ventricular contractions showing this com- 
plex form a slow and regular rhythm. Between the 
dates of these two rhythms there occur attacks of 
tachycardia leading to periods of ventricular asystole, 
and the ventricular complexes of this quick rhythm are 
in lead II, identical with those of the premature contrac- 
tions (Fig. 1) and of those of the second rhythm (Fig. 3). 
The complete heart-block gives way later to a 2-1 
partial heart-block, and the ventricular complexes of 
this rhythm show that there is deficient conduction 
in the right branch of the A.-V. bundle (Fig. 4). 

The deductions which may be drawn from these facts 
are as follows. In this case of complete heart-block 
with a normal supraventricular rhythm an irritable 
focus develops in the right branch of the A.-V. bundle ; 
in the early stages this produces occasional premature 
ventricular contractions, a little later this irritability 
increases and the focus produces a simple ventricular 
tachycardia which displaces the original rhythm. 
This tachycardia exhausts the rhythmicity of this 
newly formed pacemaker and ventricular asystole 
occurs. After a rest the old site of stimulus produc- 
tion tries to resume activity (see the first contraction 
after the asystole in Fig. 2), but is again disturbed 
by the new rhythm, which slowly begins a rhythm 
of its own. After some time the old rhythm does 
manage to resume its activity, but it is soon over- 
whelmed by another attack of tachycardia from the 
new site of stimulus-production, and so on. An 
injection of adrenalin is given, and this so stimulates 
the cells of the bundle that the old rhythm is once 
more made powerful enough to take control. In a 
few days this rhythm disappears and the new site of 
stimulus-production permanently establishes its claim 
to be the ventricular pacemaker. No ventricular 
standstill occurs when this change is made, because 
the new rhythm is now capable of starting as promptly 
as necessary. There is nothing new in this explanation, 
but there is proof in the electrocardiographic tracings, 
and when more of these cases have been analysed 
by this means an explanation of all the varying attacks 
of ventricular asystole may be found. 


Summary. 

A continuous electrocardiogram of the whole of a 
Stokes-Adams attack is reproduced. It suggests an 
explanation of the attacks of ventricular asystole 
in this case which is put forward in the text. The 
attacks of asystole in a case of complete heart-block 
were abolished by an injection of adrenalin, con- 
firming the results obtained by Phear and Parkinson. 
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DOUBLE INGUINAL HERNIA IN 
A NEW INCISION. 
Morrison, O.B.E., F.R.C.S. Eng., 
ASSISTANT SURGEON, ROYAL LIVERPOOL CHILDREN’S 
HOSPITAL AND LIVERPOOL STANLEY HOSPITAL, 


INFANCY : 


By Joun T. 
HON, 


Ir often happens in operating on infants with a 
double inguinal hernia that the question arises as 
to the advisability of prolonging the operation by 
doing both sides at once. The general condition of 
the child, or difficulty with the administration of the 
anesthetic, or both, may give rise to anxiety, and 
anything which will materially diminish the time 
taken by the operation will enable one, in certain 
cases, to avoid the necessity for a second surgical 
intervention. In dealing with the second side the 
time-consuming actions are (1) the changing over of 
the theatre staff and equipment to the other side of 
the table, (2) the rearrangement of towels and fresh 
preparation of skin, (3) the making and the closing 
of a second skin incision. These may all be avoided 
if the incision herein described is employed. 

By means of a one and a half inch transverse 
incision along the line of the crest of the pubis 
efficient access may be obtained to either external 
abdominal ring. The incision is deepened till the 
surface of the aponeurosis is reached. A small 
double hook retractor is placed in the angle of the 
wound, and with quite moderate traction the region 
of the abdominal ring is exposed. An oblique incision 
through soft parts parallel to Poupart’s ligament 
discloses the cord and its coverings. The operation 
can then be completed in the ordinary way. 

After dealing with one side the operator exposes 
and treats the other in exactly the same way. By this 
manceuvre the time of the operation can be very 
materially reduced. In cases where it is desired merely 
to explore the opposite side this incision is particularly 
useful, and if no hernia be found the additional time 
taken is never more than one or two minutes. Such 
a necessity may easily arise in infants in whom the 
presence of a hernia on the opposite side is easily 
overlooked. 

R. W. Murray, in his book,' goes so far as to say that 
$1 per cent. of young children with left inguinal hernia 
ultimately prove to have a right inguinal hernia as 
well. These figures would suggest that all cases of 
left inguinal hernia should be operated on by this 
method, so that the right side could be easily, rapidly, 
and adequately explored at the same time. 

In coné¢lusion, one last advantage may be mentioned. 
The transverse suprapubic incision does not, as a rule, 
involve the use of any artery forceps, as neither super- 
ficial epigastric, nor superficial external pubic arteries 
need be divided. By this means further time-saving 
is effected. Needless to say this method would not 
be adopted were any complication present such as 
irreducibility of the hernia or mal-descent of the 
testis. 





AN UNUSUAL CAUSE OF PNEUMOTHORAX. 
By BRANFORD MorGaAn, M.D., M.R.C.P. Lond. & Edin, 


ALTHOUGH instances of pneumothorax as a result 


of perforation of the csophagus from malignant 
disease or chemical irritants are numerous, a search 
through the literature leads to the conclusion that 


1 Hernia: Its Cause and Treatment. 
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the accident to be described is 


recorded. 

W. G. M., a healthy man of 26 years, whilst dining on the 
evening of Nov. 25th, 1924, suddenly complained of a sharp 
pain across the chest, at the same time saying that he 
thought he must have swallowed something sharp. It was 
then recollected that the previous evening a glass sugar 
basin had been cracked. He was immediately given 
morphia by a doctor with whom he shared rooms, and was 
brought into a nursing home, where, at 9.30 P.M., an cesopha- 
goscopic examination was made by Mr. N. 8S. Carruthers. 
No foreign body could be detected, but at the lower end of 
the pharynx an abrasion of the posterior wall was observed. 
The patient passed a restless night, with increasing dyspnoea, 
and when seen at 7.30 the next morning was sitting up 
in bed, very restless, extremely dyspncoeic, and of livid 
countenance. There were the signs of a right-sided pneumo- 
thorax, with the apex beat of the heart in the fifth left 
interspace 1 inch outside the nipple line. Morphia was 
ordered hypodermically and oxygen administered through 
a nasal catheter. 

Following these measures the restlessness became less 
and the respiratory rate diminished, but the cyanosis did 
not improve. His condition remained much the 
until 6 P.M. when, as the dyspnoea and cyanosis 
increasing, a needle was inserted in the fifth right 


worthy of being 


Same 
were 
inter- 


costal space in the anterior axillary line. Much air escaped 
under pressure, and the apex came back within the nipple 
line, There had by now developed subcutaneous emphy- 
sema over and above the left clavicle and also above the 
right clavicle. Over the left lung air entry was somewhat 
diminished and coarse rattling rales were general. His 
condition gradually became worse and death took place at 
3.30 A.M, on the 27th. 

Post-mortem Examination.—The right pleural cavity 
contained about two pints of brownish fluid of neutral 
reaction, which was probably largely fluid taken by mouth 
subsequent to the accident. The right lung was collapsed. 
The left lung was congested and cedematous, some parts 
containing air. In the right posterior wall of the csophagus 
at the level of the bifurcation of the trachea was a slit-like 
opening three-eighths of an inch in length, and placed 
vertically. The lower end of the opening gaped a little; 
the edge was clean-cut throughout. The fragment of glass 
could not be found and possibly passed on along the alimen- 
tary tract after damaging the cesophagus, 

T am much indebted to Dr. F. W. Burton-Fanning 
and Dr. H. J. Starling for their advice on the case, 
and to Dr. D. S. Brough for performing the post- 
mortem. 

Norwich. 








Medical Societies. 


MEDICAL SOCIETY OF LONDON. 
LEAD IN MALIGNANT DISEASE. 
AT a meeting of this Society held on March 22nd, 
with Sir HoL_BpurtT WARING, the President, in the 


chair, Prof. W. BLAtR BELL (Liverpool) read a paper 
on the Use of Lead in the Treatment of Malignant 
Disease, illustrated by photo-micrographs. 

At the outset the speaker declared that it was not 
his intention to do more than briefly outline his general 
work on the subject in supplement of his contributions 
to THE LANcET and other journals, his chief purpose 


being to invite opinions and frank criticisms. The 
conversion of a working hypothesis into a substantial 
generalisation was, in his view, vastly more important 
than initial attempts at treatment; if that could be 
accomplished, some control of the disease, limited 
perhaps, must inevitably follow. He spoke of the 
very great amount of work which had been done on 
the subject by his colleagues in Liverpool. Chemical 
and physical factors were concerned in producing 
the chronic condition of the cell found in malignant 
disease, and perhaps the fibrosis in its neighbour- 
hood. This condition might be described as some 
metabolic starvation, possibly an oxygen deficiency. 
Under these circumstances the cell must either recover 
or die. A third alternative, however, was that it 
might revert, in its efforts to live, to the ancestral type 
of trophoblast. When this latter process took place 
the cell eroded the maternal tissues. In cancer, the 
more malignant it was the more de-differentiated the 
cells were. Grown in vitro tissues removed from the 
body showed rapid de-differentiation. He proceeded 
to show that there was a great similarity between the 
cancer cell and the cells of the chorionic epithelium, 
based on the chemical constitutional factors, the 
chemico-physical state of the cell membrane, the 
physiological processes occurring in the different cells, 
and the similarity of the toxicological reaction to lead. 
Prof. Blair Bell then showed the following table : 
Phosphatide- 
cholesterol 
relation. 
9:5 


Water. 
per cent, 


Phos- 
phatides, 


Normal tissue 
Innocent neoplasm 
Malignant - 
Chorionic villi. . 


80-9 


On the physiological side he referred to the brilliant 
work of Prof. Warburg, of Berlin, on the glycolytic 
power of various tissues, in which he showed that 
whereas the ordinary resting type of cell obtained its 
energy by oxidation processes, the cancer cell obtained 
its energy by the glycolytic process. This work had 


been shown to be sound by 
Rockefeller Institute, New York. 

With regard to the toxicological side, the toxicological 
aptitudes of a cell depended largely on its chemical 
constitution and its physico-chemical state. It was 
found in 1907 that lead, given as an abortifacient, did 
not produce hemorrhage of the uterus if given in 
proper quantities. Half a lethal dose of lead given 
to the mother would produce necrosis in the chorionic 
epithelium without causing in her any symptom. For 
a weight of 2000 g. 11 c.cm. (containing 0-1 per cent. 
of lead) of the colloidal preparation caused no 
symptoms. The effect of the lead was to cause a 
coagulation-necrosis. For the purposes of treatment 
it was found better to give massive doses, but dosage 
could never be generalised, as the tolerance and 
susceptibility of various patients varied so enormously. 
It was a striking fact that though there might be an 
occasional case of cancer among workers in lead, it 
was of the utmost rarity, and Hoffman, in America, 
reported that out of 25,000 certificated cases of lead 
poisoning there was not a single case of cancer. It 
was of no avail,in answering Prof. Blair Bell’s asser- 
tion on this matter, to take figures from among 
workers in the potteries, 80 per cent. of whom never 
went near lead. 

Speaking generally, said Prof. Blair Bell, a large 
body of the lay public were naturally searching and 
hoping for what they spoke of as a ‘*‘ cure for cancer,” 
but there could never be a cure which would be 
applicable to every case, especially as so many cases 
died within a very few days of presenting themselves 
for treatment. Early recognition was acknowledged 
on all sides as most important, and allowance must be 
made for the fact that in very many cases radium, 
X rays, and other measures had already been tried. 
He and his co-workers fully appreciated that lead 
was a dangerous drug with which to work, and that 
was why there had been a very careful advance, and 
a refraining from publishing dosages, which might 
not be applied with due regard to all the conditions in 
acase. Their object had been to set up a real, sound, 
dependable generalisation, so that other researchers 
might start from that platform and test other sub- 
stances in the treatment of the disease, for he did not 
claim that the lead treatment was perfect. 

Dr. L, CUNNINGHAM (Liverpool) said that during the 
last two years he had been associated with Prof. Blair 
Bell in the work on this subject, and during that time 
they had had a unique opportunity of studying the 
effects of lead poisoning, which had a bearing on the 
lead treatment of cancer, and also of the effects of 
industrial lead poisoning. Renal and hepatic efficiency 
tests were carried out, and the effects of various doses 
were carefully measured and estimated. The age of 
the patient was important; younger patients did not 
tolerate lead well, and males bore it better than 


researches in the 
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females. If there was no cachexia, where the growth 
was a large one, it was usual for the patient to tolerate 
lead well. Chemists had shown that there was a larger 
quantity of lead in a malignant tumour than in normal 
tissue of an individual who had been treated with lead. 
Also, after 0-15 g. of lead had been gi7en, a relatively 
large amount of lead was excreted in the urine, but 
not more than a trace could be found in the feces. 
The blood changes following the giving of lead were 
very definite, including a stippling of the red cells, 
a polycrasia, poikilocytosis; and the anzemia was 
marked by a diminution of the hemoglobin rather 
than by a diminution of red cells. In some of the 
patients the anemia was so pronounced that trans- 
fusion had to be resorted to. In only 4 of 200 cases 
under treatment was the blue line on the gums found. 
From June, 1924, the small doses of lead used were 
replaced by large doses, as with the former there had 
been cumulative effects, sometimes of a _ serious 
character, whereas with the larger doses, 0-15 g., the 
symptoms were produced rapidly and were quickly 
recovered from, leaving apparently no permanent 
damage. He concluded by describing a number of 
cases, with the aid of photographs. 

Dr. J. G. ADAMI said he felt assured that Prof. Blair 
Bell’s work in the last five years had been not merely 
empirical, but had a very definite scientific basis. He 
deprecated the idea that in this matter of combating 
cancer the central idea was and should be the determina- 
tion of the cause ; the great aim was arrest and cure. 
He was the greater benefactor to humanity who kept 
before him that higher goal, and was not satisfied with 
the thought that he was pursuing science for its own 
sake. Advances were not for the sake of knowledge, 
but for the service of mankind. He showed that this 
was the guiding principle actuating Pasteur. He, the 
speaker, felt sure that, varied as the causes of cancer 
might be, there was in that disease an essential 
disturbance of endocrine functions. The work which 


Prof. Blair Bell had now set out was really that of a 
group in coéperation, and he favoured an extension of 
that, so that every stage of the investigation could be 


adequately checked. 
Discussion, 


Sir LENTHAL CHEATLE said he had always found 
Prof. Blair Bell to be a man of the greatest integrity 
who was doing pioneer work in trying to discover the 
effects of poisons on tissue cells, but he objected to 
the comparison between the epithelium of the 
chorionic villi and malignant growth. The chorionic 
villi, he said, were not malignant growths, even though 
they might become metastatic in the lungs—a theory 
based upon such a gee seemed to him to be 
a fundamental mistake. He urged the careful analysis 
and examination of all statistics dealing with cancer. 
There were three great types of what Americans 
called outspoken carcinoma. One was that in which 
the patient was suffering from secondary visceral 
deposits ; another was that in which that was not so, 
but enlarged glands in the axilla could be assumed to 
indicate the spread of carcinoma to them ; and the third 
was carcinoma—e.g., of the breast—in which there were 
no enlarged glands at all. In this third class, he was 
convinced, there would be a large percentage of cures, 
while in the first and second classes, coupled together, 
most of the cases must be regarded as hopeless. 

Dr. C. J. Bonp (Leicester) urged the necessity of 
continual research into the chemotherapy of cancer ; 
for that reason he congratulated Prof. Blair Bell on 
his research with simpler chemical elements. It was 
necessary for that gentleman to show how the lead 
got to the cancer cells, and, if it got to them, what 
happened to the lead after it had been taken up by the 
cells. He, the speaker, had been feeding living 
leucocytes with various forms of lead, the leucocyte 
having been incubated from the blood stream. After 
ingesting the lead the leucocytes underwent a sharp 
metabolic downfall, and the question arose as to 
whether the lead attached itself to the lecithin element 
in the cell. If the cancer cell contained a higher 
lecithin content than the cell of ordinary tissue, then 





there was presented a working hypothesis along which 
to advance. 

Dr. A. LEITcH said that if Prof. Blair Bell’s work had 
met with hostile criticism, if his cures had been met 
with incredulity—and even his methods had been 
subjected to very severe criticism—he had only 
himself to blame for it. The cardinal mistake was 
made when there was published in THE LANCET in 
1922 an article blazoning forth cures and yet with- 
holding from the medical profession any details as to 
what the treatment was carried out with. It was said 
then, and it had been said ever since, that the matter 
was still in the experimental stage, that it was on an 
experimental basis, and from that day to this the 
method had never been disclosed. There was an 
apologia published in the British Medical Journal 
recently, signed by J. E. Smith and Dr. Adami, 
saying, in reply to an accusation that the method had 
not been disclosed, that so long ago as February, 
1924, Prof. Blair Bell had described and discussed 
the method of preparation of colloidal lead. This 
statement could only refer to an article published in 
THE LANCET in February, 1924, particularly in regard 
to heavy lead suspensions. On March 13th last Prof, 
Blair Bell wrote that the whole method had been 
described and discussed two years ago in sufficient 
detail for anyone to have repeated and extended the 
work already done. It was, therefore, a surprise to 
him now to hear that the method had been published. 
He was surprised that Dr. Adami should have allowed 
his name to be used in the manifesto. Dr. Leitch 
repeated that the details of the method had not been 
given. The apologia in the British Medical Journal 
stated that in order to preserve the public from the 
serious risks the remedy would undergo if medical 
practitioners had it for use, the committee had been 
compelled to protect the method of manufacture, 
as had been done in the case of insulin. A provisional 
specification had been applied for, but a search of the 
register did not disclose what the remedy was. The 
specification was dated Oct. 26th, 1925, and its title 
was ‘“ Improvements in the Manufacture of Thera- 
peutic Products.”’ The speaker would not enter into 
the laboratory side of the matter, as no laboratory 
man would regard this as anything but most flimsy and 
inconclusive. And what about the cures? In THE 
LANCET recently Dr. Adami vouched for the fact 
that he had seen 30 previously inoperable cases of 
cancer cured (Dr. Adami: I did not say ‘*‘ cured ”’). 
But there were no recurrences. Up to that time 
Prof. Blair Bell himself only claimed 31. Observers 
differed a great deal as to what happened in the cases, 
and the speaker quoted a number of these disparities. 
In one of the cases, he said, if it was the intention to 
illustrate it by a microphotograph, be would have 
selected a portion of tissue which was less suggestive 
of mere inflammation. He was, he said, very sceptical 
about the whole matter. 

Mr. CeciL Jou said he felt that Prof. Blair Bell 
had been far too apprehensive about the risks involved 
in giving the details of his methods to the profession. 
He might be right in regard to entrusting it at present 
to the general body of practitioners, but he could 
long ago have safely entrusted it to propertly organised 
institutions, such as existed in Lendon and other 
large towns. Then figures could have been based not 
on 227 cases, but, in the case of so widespread a disease, 
20,000 cases, and they would have been of real value. 
The London Cancer Hospital alone last year treated 
over 2000 new cases of cancer. He urged Prof. Blair 
Bell now, for the sake of humanity, to give every 
possible facility to properly organised institutions to 
test the method fully, and issue a report in a year or 
two. 

Sir WILLIAM WILLCOX admired the great care which 
had been exercised in this research by Prof. Blair Bell. 
The remedy chosen was one of the most powerful and 
dangerous poisons known; it readily combined with 
the tissues, and was very slowly excreted. In one 
case lead continued to be excreted 12 months after all 
contact with lead had ceased. When absorbed by the 
mouth the damage it caused to the tissues was, he 
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thought, irreparable. He took it that the reason 
frequent small doses had been replaced by larger 
doses was the following. When given intravenously 
a certain amount, z, was fixed in the body, and a 
certain quantity, y, was excreted ; that the ratioz: y 
was greater with the small dose than in the case of the 
larger one—i.e., in the latter a larger proportion of 
lead was got rid of and less permanent damage 
accrued. He asked whether, in the cases treated by 
Prof. Blair Bell years ago, there had been any changes 
in the blood pressure or in the renal or hepatic 
function. Lead might prove a powerful remedy, but 
it was a double-edged weapon, and there was need for 
a prolonged investigation, so that doses might be given 
—as they had been and, he hoped, would be with even 
greater success—so that the lead would act on the 
cancer cells without producing harmful effects on the 
healthy body tissues. 

Mr. DUNCAN FitTzwILLiaMs acknowledged Prof. Blair 
Bell’s honesty and his high ideals in his scientific work, 
but there were features which were disquieting to the 
speaker, and, he believed, also to the profession at 
large. He considered that the danger of toxicity in 
this matter had been exaggerated. A large number of 
patients had been treated by the method, and Mr. 
Coke told him there were no bad effects. He, Mr. 
Fitzwilliams, had also treated a number of cases with 
no ill-results. But there was no declaration by Prof. 
Blair Bell as to the preparation he used. So slight was 
the trouble which the speaker experienced in his cases 
that he had passed the remedy on to four practi- 
tioners. If this method was to be of real value it must 
be passed on to the general practitioner. He would 
have felt much more reassured as to the treatment if 
Prof. Blair Bell had brought along a chorus of young 
surgeons to testify to it, because the statistics of any 
one man were of but little value. Recently a statement 
had been made that 100 cases of prostatectomy 
had been done without a death, and no one accused 
such a person of lack of faith. As the blood changes, 
&c., were so important when giving such a substance 
as lead, he looked in the literature for particulars, but 
looked in vain, and therefore he asked Prof. Blair Bell 
himself for information, but received very little. He 
then asked to be shown the work and was told in reply 
that he could come if he represented a society or body. 
Lister, on the other hand, welcomed everyone to come 
and see the results of his work. Carcinoma had been 
the happy hunting ground of the objectionable person 
in the profession who always hedged his activities 
round with some secrecy, and he feared he must say 
that Prof. Blair Bell had fallen under that ban. He 
did not consider it had been wise of that gentleman 
to refuse to show interested colleagues his methods. 

Mr. W. F. Coke said he had found Prof. Blair Bell’s 
work of intense interest and congratulated him upon 
it and on the way in which he had set about proving 
his surmise to be correct. With Dr. J. B. Cook he 
had been using lead for two years and had recently 
published his earlier results.’ But two years was 
a short time in which to judge of results in such a 
disease. A long time was occupied in arriving at the 
most suitable dosage. He quoted a case in which the 
effect of the lead on the growth had been remarkably 
good, though, unfortunately, that patient had recently 
succumbed to acute bronchitis. He thought there 
should be team-work on this subject at every large 
hospital, the effort constantly going forward to find 
a drug, easily tolerated, which would cure the disease 
without causing much upset of the body processes. 

Dr. G. R. Lyncu said that Mr. Coke and he had 
worked with lead and had encoraging results from it, 
the cases having been seen by Mr. Lionel Norbury. 

Mr. F. A. G. JEANS (Liverpool) said the first case of 
which slides were shown by the opener was under him, 
and in regard to it the general view was that the 
cancer was inoperable. He had not been associated 
with the team who were carrying out this research, 
and he was glad to know the subject was to be 
ventilated. As a result of what he had seen of Prof. 


1 Brit. Med. Jour., March 6th, 1926. 





Blair Bell’s work, he wished to pay a tribute to the 
sincerity of it. 

Mr. LIONEL NORBURY supported the remarks of 
Mr. Coke and confirmed the description of two cases. 


The PRESIDENT conveyed the Society’s thanks to 
Prof. Blair Bell for having come forward to discuss the 
subject. 

Reply. 

Prof. BLAIR BELL, in reply, paid a tribute to the 
excellence of the chemical and pathological work 
which was done in the research by his colleagues in 
Liverpool. He was convinced that it was useless to 
look for a single cause of cancer, but the important 
matter was to realise the specific process of de- 
differentiation of cell, which had been damaged in a 
variety of ways. He was dresser under Sir Lenthal 
Cheatle, and his tendency was to pay great respect to 
what he said, but in the matter of the characters 
of the chorionic epithelium, he considered that his 
remarks were wrong and unjustifiable. The malignant 
growth of the chorion did not take place in the presence 
of the live foetus, but only after the foetus was dead. 
It was for that reason he searched for a biological 
hormone, and he went on to the use of lead. A benign 
growth was a hyperplasia of normal tissues; a 
malignant growth was a de-differentiated growth back 
to the chorionic type. After Dr. Bond’s remarks a 
search would be made to see if any change was 
produced in the red blood-cells. Lead inhibited all 
growth processes, growing cells as well as other tissue. 
The influence of lecithin and of phosphate of lead 
had not been forgotten; lead replaced calcium in 
bones. 

He found it very difficult to deal with Dr. Leitch’s 
remarks adequately, but the colossal ignorance of 
some of the critics of the method was deplorable. It 
was untrue that he did not publish the method two 
years ago, but it was then assumed that everyone 
knew the method of making colloids; what he did 
was to employ the ordinary sparking method between 
two naked electrodes. He felt that, in dealing with 
such a serious subject as this, Dr. Leitch’s speech was 
quite unpardonable in its character. He (the speaker) 
had worked at this matter, at his own cost, for a 
number of years, and when the Association of Surgeons 
met in Liverpool he gave a demonstration, and every 
laboratory was open to members of that society. He 
was under the impression that Mr. Fitzwilliams’s 
name was put down to be notified when he could 
come, and he knew that at the time everybody was 
exceedingly busy. He had published a good deal of 
work, and the charge of secrecy ought never to have 
been made against him. It must not be forgotten 
that many of the cases sent to his colleagues and 
himself for the treatment were those which had been 
given up by surgeons. He was well aware of the 
potency of the drug being employed, and that was why 
he had not been in a hurry to disclose exact particulars 
before every possible test had been made. The slight 
discrepancies as to dates and size of tumour might 
occur in the narration of any series of clinical cases, 
and the merits of the treatment did not suffer from 
that kind of criticism. 


ScorrisH HospIrALs EXTENSIONS.—The managers 
of Edinburgh Royal Infirmary have agreed to purchase for 
£90,000 the buildings and ground occupied by George 
Watson’s College in Archibald-place for the extension of the 
hospital. An “ influential citizen ’’ has aided the purchase, 
which had begun to look hopeless, by a donation of £10,000. 

The £75,000 which is estimated to be the cost of extensions 
of the Glasgow Royal Hospital for Sick Children has 
subscribed in less than six months by 1000 contributors 
only. When the enlargements are complete the hospital 
will contain 400 cots, which is said to be the largest number 
in any similar institution in the world.—It is proposed to 
provide more accommodation for the maternity department 
of Dundee Royal Infirmary at a cost of £30,000.—A con 
ference in Edinburgh last week discussed the possibility of 
establishing a Scottish scheme for the treatment of cripples, 
and appointed a representative committee to formulate 
a plan. 


been 
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HUNTERIAN SOCIETY. 


At a dinner meeting of this Scciety, held at 
Simpson’s Restaurant, Cheapside, on March 22nd, 
Dr. Howarp Humpuris, the President, being in the 
chair, Dr. R. A. GIBBONS opened a discussion on 


STERILISATION OF THE MENTALLY 


He included in the term “‘ unfit ’’ anyone who through 
moral as well as mental deficiency failed to conform 
to the ordinary convenances of society. He quoted 
statistics showing the increase in the number of 
mental defectives under both statutory and voluntary 
supervision, and the annual cost (about £4,000,000) of 
maintaining the country’s prisons. 

Heredity.— His object was, he said, to suggest a 
method of diminishing in the future not only the 
mentally deficient, but the number of persons in 
prison, and to prove that some such means of treat- 
ment should be adopted in the interests of the State. 
The study of heredity, ‘‘ the genetic relation between 
successive generations,” was vitally important, for 
it was the main cause of both mental disorder and 
crime. It was also the factor which made the considera- 
tion of mental deficiency so disappointing, for, in the 
experience of superintendents of institutions, the 
degenerate, the feeble-minded, and the imbecile would 
remain as they were, no matter what was done for 
them. According to Dr. Paul Bowers, 44 per cent. of 
convicted prisoners were psychopathic. Environment 
was not to be ignored altogether, but a good environ- 
ment could not make up for inherited deficiency, and 
this was the essential factor in criminal conduct. 
Authorities varied in their estimates of the percentage 
of prisoners with malign inheritance, but it was at 
least twice that of the normal population. The actual 
brain pathology of mental deficiency or habitual crime 
was, however, obscure. 

Environment.—There 


UNFIT. 


was no doubt, continued 


Dr. Gibbons, that environment exerted a powerful 
influence upon the young, and some philosophers had 


taught that all men were born equal and became 
unequal later through the inequality of their oppor- 
tunities. The nervous system was modified by 
adapting to the environment, but the organism must 
possess fundamental qualities that determined its 
adaptability. There would always be difference of 
opinion about whether ‘* nature ” or “ nurture ’’ were 
the more important. Conklin said that the modifica- 
tions produced by environment were insignificant 
compared with hereditary disposition; Lacassagne 
that the microbe (the criminal) was only of importance 
when it found a bouillon in which it could grow, and 
that societies had the criminals they deserved. It 
was true that some mental defectives had healthy 
parents and owed their condition to bad conditions at 
or before birth, or to accident or illness afterwards, 
but the large majority inherited their deficiency. 
Treatment.—Mental defectives must, he said, be 
treated either by segregation or by sterilisation. If 
segregation were thorough and included all cases 
nothing could be better, but it was impossible to 
segregate many girls and boys who were quite well 
enough to be kept at home. It was these highest grade 
defectives who were the source of danger. Apart from 
that there was not sufficient accommodation for many 
hundreds of urgent cases, who were a menace to 
the community as long as they remained at large. 
Defectives bred from six to ten times as quickly as 
normal people, and the Royal Commission on the 
Care and Control of the Feeble-minded found that to 
prevent them becoming parents would largely decrease 
the number of these persons in the population. 
Segregation being ineffective, the only method of 
diminishing their propagation was to sterilise them. 
The operation was simple, and in no way interfered 
with metabolism or sexual feeling. It would release 
large numbers from segregation. The limit age 
should be set at 16, for if there were no evidence of 
improvement by this time there never would be. A 





patient would only be sterilised after very careful 
deliberation by an alienist and the medical officer in 
charge. Sterilisation would make no difference to 
promiscuous intercourse, which would always go on, 
but it would prevent children being born with syphilis 
or gonorrhceal ophthalmia. 

Young or middle-aged criminals with a neuropathic 
inheritance who had been convicted more than twice 
should also be sterilised, as a eugenic and not a punitive 
measure, though it might in time be looked on as an 
added punishment. This was apart from castration 
as a punishment for sexual offences. Dr. H. C. Sharp, 
of California, had seen no unfavourable symptoms, 
mental or physical, in 236 patients after vasectomy. 
Experiments had been made in 15 of the United 
States ; in nine the law was still in force and in six it 
had been set aside as unconstitutional or repealed. 

Sterilisation might be performed with X rays if 
they did not interfere with the functions of the inter- 
stitial cells. At present it was effected by vasectomy 
in the male and division of the Fallopian tubes 
in the female. Neither operation was cruel or 
dangerous, and this measure would lessen in time 
the numbers of mentally deficient, would also 
diminish the number of convicts, and would thereby 
relieve the community of their bad moral influence 
and the State of part of the great burden of maintaining 
them. - a 

Voluntary Sterilisation. 

Mr. HArRoLtp Cox dealt with the political and 
practical, as opposed to the scientific aspect of the 
problem. He said that the opponents of sterilisation 
did not realise that the dangerous defectives were 
those who were not bad enough to shut up. Mental 
defectives were bound to pass the taint to their 
grandchildren, if not to their children, and it was a 
gross injustice that they should be allowed to have 
any. They were on the increase, and sterilisation 
would do something to reduce them, even if it did not 
solve the whole problem. He was surprised that 
Dean Inge, a man of detached and impartial mind, 
should advance the argument that, if they were 
sterilised, they would be set free to commit rape and 
spread disease. They could do that now. Any defective 
free to remain at home was free to produce a tainted 
child, and the opponents of sterilisation could not 
propose to lock all, even the highest grade feeble- 
minded, up for life. Some held that sterilisation was 
disgusting, but it was no more so than any other 
surgical operation. There was nothing sacred about 
procreation ; the lowest animals were the biggest 
breeders. The Roman Church opposed sterilisation 
and birth control on these grounds, but itself held up 
celibate priests and virgins as the highest types of 
humanity. Surgical operations were undertaken to 
protect individuals; why not the community ? He 
did not advocate compulsory sterilisation, but pro- 
posed that those defectives who were sufficiently 
sound to realise that they should not have children 
should be given facilities for undergoing sterilisation 
at the public expense, and that parents and respon- 
sible guardians of others should be able to bring their 
children or wards for treatment without meeting, as 
they did now, the opposition of the law. Parents of 
defective children often asked doctors to sterilise them, 


De-Serualisation. 

Dr. REGINALD WoRrTH said it must be understood 
that sterilisation meant two things: ordinary 
vasectomy and castration. Plato had urged castration 
as a punishment, and the idea still appealed to many 
people. Only nine of the original 15 American States 
had retained their sterilisation laws. The clergy had 
been the principal objectors, on the grounds that the 
measure made the man on whom it was practised an 
outcast, and interfered with his life, liberty, and 
pursuit of happiness. Those with experience of 
double ovariectomy said that it produced an artificial 
menopause with an almost incurable melancholia. 
He warned his hearers that if there were no mentally 
deficient the world would be a pretty poor place, for 
its real drudgery was done by people who were slightly 
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defective. It was a fallacy that to sterilise the unfit 
would produce a perfect race, for defectives were often 
the offspring of healthy parents. The failure of the 
mother to produce an abortion often had a very bad 
subsequent effect on the child, and modern methods of 
birth control were causing an increase of involutional 
insanity among women. He thought that a great deal 
of discussion would still be necessary before sterilisation 
could be put into practice. 

The PRESIDENT, as a radiologist, speaking of the 
interference of X rays with the interstitial cells said 
that although the spermatozoa were destroyed the 
sexual potency was increased. X rays were a 
third method in addition to vasectomy and castration. 
They might produce a melancholia, but so might 
the natural menopause. 

Discussion, 

Sir Bruce BrucE-PORTER said that he was anxious 
that the public should not get the impression that 
castration and ovariectomy were suggested methods of 
sterilisation. The Church’s opposition could not be 
taken seriously by medical men as the Church had 
consistently opposed progress from the earliest times. 
Because a deficient child was born from healthy 
parents that did not preclude the possibility of unfitness 
in the grandparents. When a man was charged with 
murder there was often plenty of evidence of insanity 
in his family history, but parents would rarely admit 
to it. Mental deficiency accounted for a large number 
of people living in comfort at the State’s expense, and 
they received a good deal more sympathy than the 
struggling fit man. 

‘Mr. E. Mortimer Woo.tr complained that the 
discussion till then had been purely idealistic. Figures 
could prove anything, and heredity was an uncertain 
thing. Operations were not undertaken to protect 
but to benefit the health of individuals. Otherwise 
every babe would be circumcised and have its tonsils 
and appendix removed in its first week of life as a 
matter of course. He regretted the tendency of the 
discussion to assume that the medical profession 
should dictate to the public who should be sterilised 
and assist the law to sterilise people against their will. 
The profession were the advisers of the public. We 
did not know that a patient did not suffer as a result 
of having the Fallopian tubes severed. A kidney 
atrophied when the ureter was cut, and a testis might 
do the same. Many careful animal experiments were 
necessary 
the human race. We were apt to get carried away by 
our ideals and create other hells that we knew not of, 

Dr. B. DUNLOP, referring to the recent leading article 
in THE LANCET (March 13th, p. 561), denied that the 
advocates of sterilisation promised a rapid cure, but 
agreed they had not faced the point made by the 
article, that in order to tackle the problem of sterilisa- 
tion it was necessary to tackle the whole problem of 
heredity. 

Dr. Joun ADAMS said that the State would soon 
be forced to tackle the problem of heredity and disease. 
Many old and disabled people were not treated nearly 
so well as deficients, who were allowed to multiply 
freely and who inevitably produced deficient progeny. 
Many “healthy parents” of idiots had syphilitic 
parents themselves. In the animal world a balance of 
power kept a dangerous species from getting too 
strong, but we did not possess it. We should do 
something at People who were deficient in 
judgment and responsibility would not present 
themselves for sterilisation voluntarily. Venereal 
disease in the mentally deficient was the factor that 
killed off bad stock in a few generations and restored 
the balance of power. 

Dr. W. LANGDON BROWN asked what the effect 
would be on the happiness of the human race of 
eliminating the deficient. Darwin’s family tree had 
mental deficients in nearly every generation, and if 
sterilisation had prevented his birth the world would 
have been permanently poorer. 

Dr. BERNARD Myers quoted Dr. Tredgold as saying 
that even if we sterilised every mental deficient we 


once. 


before these methods were advocated for 





should not wipe out deficiency, for many “ healthy ’ 
people were carrying t he taint. Moreover, sterilisation 
would give many of them a grudge against the world. 

Dr. J. DUNDAS said that the large majority of 
military prisoners in the war were mentally deficient, 
and the school inspector found tame idiots in every 
village school, whose mothers were tame idiots. 

Dr. F. L. Provis held that X rays produced the 
same effect as double ovariectomy and should never 
be used. 

Dr. THOMSON BROWN said that Darwin might still 
have been born, even if sterilisation had been in force. 

Mr. H. S. M. GROVER pointed to the analogy of 
prohibition as an argument against force and 
advocated patient work at general hygiene. 

Dr. C. P. BLATKER suggested that to follow the 
methods of Nature would be to kill our mentally 
deficients instead of segregating them. 

Dr. H. A. ELuis deprecated our encouragement of 
the breeding of mental defectives and our stabilising 
of the fit with methods of birth control. Sterilisation, 
however, would only touch the fringe of the problem 
and was undesirable. 

Dr. GIBBONS replied. 


SOCIETY OF MEDICAL OFFICERS 


OF HEALTH. 


CANCER FROM VARIOUS POINTS OF VIEW. 

A MEETING of this Society was held on March 19th, 
when Dr. G. F. BUCHAN, the President, took the chair, 
and a number of members and visitors contributed 
to the discussion on this subject. 


Cancer and the Public Health Administration. 

Dr. W. D. CHAMPNEYsS (assistant M.O.H., Willesden) 
said that the United States was far ahead of any other 
country in the campaign against cancer. The 
American Society for the Control of Cancer, founded 
in 1913, had done excellent work in collecting, 
collating, and disseminating information. It con- 
ducted a general education campaign with lectures, 
articles in the press, cinemas, wireless talks, posters, 
circulars, handbooks, a _ periodical, and _ private 
correspondence ; it held special campaigns periodic- 
ally, such as the National Cancer Week of 1921 ; 
and it promoted the establishment of cancer clinics 
to secure prompt diagnosis and treatment. Education 
of the medical profession was an important part 
of its work, for it was estimated that even in 1923 
10 per cent. of the doctors consulted for cancer of the 
breast delayed on an average 25-9 months per case 
before recommendi ; operation, and often no local 
examination was -iade at the first visit. The 
Pennsylvania Canc.» Commission had found that the 
average time between the discovery of symptoms 
and the first call on the doctor had fallen from 18 
months in 1910 to 14-6 months in 1923, and the 
Society believed that its propaganda was proving 
successful. 

Describing the measures taken by the British 
administration, Dr. Champneys said that the Ministry 
of Health had set up a Departmental Committee in 
1923, which had issued four memoranda as a 
for work by local authorities. It had also organised 
an inquiry into mammary cancer in a number of 
centres. The efforts of local authorities were at present 
contined to certain large towns, where cancer com- 
mittees had been formed at the Ministry’s suggestion. 
At Manchester, for instance, a committee undertook 
continuous supervision of all the cancer cases, and there 
was a complete system of records in hospital and 
private practice, with histological examination of 
specimens wherever possible. Leaflets urging the 
public to consult doctors for certain symptoms 
had been issued in several large towns. From 1914 
onwards Dr. Mearns Fraser had published a large 
number in Portsmouth and had been told by surgeons 
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that some patients came earlier in consequence. 
As far as Dr. Champneys was aware no public lectures 
on cancer had been given, though a Cardiff committee 
had suggested health talks to girls leaving school 
about the possibility of cancer in later life. Finally, 
an attempt had been made by the Ealing Guardians 
to start a cancer clinic at an infirmary, but this had 
come to nothing because the existing Poor-law did 
not cover such work. 

What measures, then, should local authorities 
take in the future? Many ways of attacking cancer 
had not yet been tried in this country. First there 
was education, both of the medical profession and 
the public. There was a backward 10 per cent. of 
doctors in this country who needed, and would wel- 
come, further information, which they might gain 
from a booklet from the Ministry of Health, from 
meetings of medical practitioners convened by local 
authorities or cancer committees, or from _ post- 
graduate lectures and demonstrations (as already 
suggested by the Ministry). Leaflets, posters, advertise- 
ments, articles, lectures, and cinema films issued by 
the Ministry were suitable means of influencing the 
public. There remained the need to secure accurate 
diagnosis, and he strongly recommended a trial of 
eancer clinics which should provide free diagnosis 
for anyone caring to attend. They should be set 
up either in good general hospitals or in existing 
municipal hospitals or clinics; the surgeon should 
be a man to whom local doctors would willingly 
bring their cases for consultation ; and there should 
be arrangements for X ray examination and tem- 
porary admission for diagnosis. As for treatment, 
there should be better facilities for taking patients to 
treatment centres. 

The Surgical Point of View. 

Prof. G. E. Gask (St. Bartholomew’s Hospital) 
said that probably a good general surgeon, given 
proper equipment and the coéperation of a radiologist, 
ought to make a correct diagnosis of cancer in 90 to 
95 per cent. of cases. There was no doubt that the 


most effective treatment of malignant growths was 


complete and early removal. Many other methods 
e.g., radium and deep X rays—had given some remark- 
able results, but it was not yet clear under what 
conditions they could be relied on. Until further 
research had produced more definite information, 
the thing to aim at was early removal following 
early diagnosis. Unfortunately, the results of opera- 
tion were on the whole bad; but it was difficult to 
be definite about them because statistics were not 
kept in a business-like way. Surgeons who were 
asked about the prognosis of this or that operation 
generally had to rely on their own impressions and 
their own cases, and it was desirable that the statistics 
of the various hospitals should be kept in a uniform 
way. Immediate results were of little value, and 
central authorities should ask every hospital to start 
follow-up schemes so that exact information about 
a large number of cases should become available. 


Laboratory Work. 

Dr. W. D. NEwcomB (assistant pathologist, St. 
Mary’s Hospital) doubted whether 90 per cent. of 
cases could be diagnosed by the surgeon. It was 
a mistake, he said, to ask for a pathologist’s opinion 
only in difficult cases. An apparently simple cyst 
from the breast might show malignant change under 
the microscope, and the border-line between innocent 
hyperplasia and cancer was none too easily defined. 
The pioneer work of the Imperial Cancer Research 
Fund under Bashford and Murray was now beginning 
to bear fruit. Gye and Barnard had offered a solution 
which explained many of the known facts about 
cancer, and their work should be confirmed or dis- 
puted shortly. The investigations of Lumsden 
suggested that a serum might possibly be produced 
which would cure mouse cancer, whilst Maud Slye’s 
work on mice, which indicated that susceptibility 
to cancer was a Mendelian recessive characteristic, 
had been so far accepted that American eugenists 
were recommending people of cancerous heredity not 





to inter-marry. Of Blair Bell’s lead treatment it 
was too soon to speak. 
Cancer and the General Practitioner. 

Dr. F. E. ALLEN said that on going into general 
practice after some years of hospital appointments 
he had found that his ideas on the value of signs of 
cancer were rudely knocked on the head. In his 
practice cancer accounted for 14 per cent. of the deaths, 
but less than 1 per cent. of the visits. It was very 
difficult for the practitioner to spot one grave symptom 
amongst a plethora of others. Having been taught 
as a student that piles in a middle-aged man suggested 
carcinoma, his partner had examined the rectum of 
every such case for 25 years, but none had been 
malignant. The cancer patient often had toxemia 
which gave him vague aches and pains masking 
the lumbago or sciatica of vital significance. And his 
doctor might have attended him for much the same 
symptoms for years. 

Women were getting much more sensible about 
cancer of the breast; working-class women often 
came for an opinion. It was, he thought, always a 
good thing for a doctor to get a second opinion 
about the condition of the breast. Women were 
also more alive to the significance of metrorrhagia 
after the menopause, but this symptom did not 
always indicate cancer in spite of what authorities 
said. The general practitioner had to be very wide 
awake to avoid missing cancer, and there were often 
economic reasons why fathers and mothers of families 
did not dare to consult a doctor until too late. 
Wealthier patients, on account of a growing feeling 
among them against registered practitioners, tried a 
course of diet from an unqualified healer or went to 
an osteopath. In fact, the panel patient, who had 
to see his regional medical officer if unwell for a few 
weeks, was really safer than the richer patient. 

Cancer clinics, Dr. Allen believed, were undesirable, 
for the public had enough wind up already. Little 
could be told about cancer, as the cause was not known 
and people already knew that the outlook in cancer 
was very bad indeed. Regular medical examination 
every six months would, however, be really useful. 
Could not the big insurance companies be induced 
to arrange this for policy-holders without charge ? 
It would probably pay them to do it. 

Discussion. 

The PRESIDENT expressed his warm interest in 
this proposal and invited discussion. 

Dr. W. J. HOWARTH said that he was loath to recom- 
mend ad hoc institutions for dealing with cancer 
until knowledge was more definite. It would be easy 
to magnify the importance of such places and drain 
resources from other channels. There was more 
than a little truth in the idea put forward by Mr. 
Morley Roberts in his recent book, ‘* Malignancy 
and Evolution,” that there is a place in cancer research 
for the fireside philosopher. Perhaps good might 
come of study by a group of members of the Society 
who could meet to discuss the work being done in 
the various fields. 

Dr. LOCKHART STEPHENS said that he had addressed 
over 7000 people at lectures in eight English towns 
on what ought to be known about cancer, and had 
found them very appreciative. It was ignorant fear, 
not knowledge of the truth, which frightened people. 
Leaflets did not go for much in this country, but they 
might influence general practitioners, who, in their 
turn, could work to the best advantage because 
people knew and trusted them. He thought that 
surgeons at big hospitals took an unnecessarily 
pessimistic view because many early cases were 
efficiently dealt with by local surgeons and never 
went to central hospitals. It should be known that 
cancer is curable and that the chief obstacle to its 
being cured is the obstinacy of the public in not 
coming for early diagnosis. Lectures certainly did 
good. 

Dr. CHAMPNEYS, in reply, said that public panic 
should not be feared ; it was due to lack of knowledge 
rather than too much. Only genuine facts should 








Tue Lancet, ] 


REVIEWS AND NOTICES OF BOOKS. 


[Marcu 27, 1926 663 








be told and not theories. Several large assurance 
companies in America insisted on periodic examina- 
tions of their policy-holders, such as Dr. Allen had 
suggested. It was one of the terms of assurance. 
In conclusion he pleaded again for special clinics. 
General hospitals were often too far away from the 
patients, and people were now accustomed to municipal 
clinics. If they could get the free opinion of an expert 
they would flock to see him; treatment was not an 
essential part of the scheme. General hospitals were 
already understaffed and overworked. 

Dr. ALLEN said that leaflets to doctors would 
probably go the way of other circulars. Medical 
officers of health ought to be on close and pleasant 
terms with the practitioners in their district, when 
personal discussion would lead to the right facts being 
spread. 





JAMES MACKENZIE INSTITUTE FOR 
CLINICAL 


RESEARCH. 


The Pineal Body. 

On March 9th Prof. P. T. Herring gave a lecture 
on the pineal body. After alluding to the numerous 
theories about its function put forward by anatomists 
and philosophers, he gave a brief account of the 
comparative anatomy of the organ in various types of 
vertebrates, from the elasmobranch fishes upwards. 
It is, he said, one of a series of structures associated 
with the roof of the third ventricle. Its construction 
and morphology suggest a secretory function ; it has 
a distinct nerve-supply, and originally its cavity 
communicated with the cerebro-spinal canal. As 
development advanced it was shut off from this 
connexion, and apparently became an organ of 
internal secretion. In some of the lizards it is 
associated with the appearance of a mesial eye, but 
the structure and nerve-supply of this eye are distinct 
from those of the pineal gland itself. In the higher 
mammals, in which the gland is shut off from the 
cerebro-spinal canal, a mass of definite glandular 
epithelium, which is almost certainly secretory, is 
found immediately behind the pineal recess and lining 
the ventricular surface of the posterior commissure. 
The pineal body itself consists mainly of cells with 
characteristic club-shaped processes, and tumours of 
the gland are found to be either teratomata or 
pinealomata composed of these characteristic cells. 
Clinically, tumours of the gland appear to be associated 
with precocious sexual development. Experimental 
physiology has yielded contradictory results, but 
certain experiments based on feeding with the gland 
substance have produced precocious sexual develop- 
ment in young males; in females the results are 
negative. Extirpation experiments are extremely 
difficult on account of the vascular relations of the 
gland, and most animals die of hemorrhage. 
Transplantation has never been successful. The 
posterior lobe of the pituitary body, Prof. Herring 
pointed out, resembles the pineal gland in its relation 
to the cerebro-spinal fluid system. 

Corrigendum.—At the meeting of the Section of Obstetrics 
and Gynecology of the Royal Society of Medicine held 
on March 4th (THe LANcet, March 20th, p. 601) the paper 
on A Method of Endoscopy of the Uterus and its Indications 
was read by Mr. H. F. Seymour, of Brighton. We followed 
the printed diary card supplied by the Society and regret 
the inaccuracy. 


Charles Lachlan 
Fraser, who died recently at Berwick, was a native of Mont- 


THE LATE Dr. C. L. FRASER.—Dr. 


rose, where he was born in 1859. He was educated at 
the Montrose Academy and at the High School, Edinburgh. 
He studied medicine at the Royal Infirmary, Glasgow, 
becoming L.R.C.P. Edin. in 1885, F.R.C.S. in 1887, M.R.C.P. 
in 1893, and F.R.C.P. in 1895. In 1890 he took the D.P.H. 
Edin. Dr. Fraser spent most of his working life in practice 
at Berwick-on-Tweed, being a surgeon to the Berwick 
Infirmary and a school medical officer. He was keenly 
interested in local affairs as a justice of the peace and in the 
Territorial movement, holding rank as _  Lieut.-Colonel 
R.A.M.C., T.F. 





Rebielus and Notices of Books. 


BIOCHEMISTRY. 


Practical Physiological Chemistry. Seventh edition. 
By SypNEY W. Core, M.A., Trinity College, 
Cambridge; University Lecturer in Medical 
Chemistry, Cambridge; Hon. Director of Patho- 
logical Chemistry, Charing Cross Hospital Medical 
School. Cambridge: W. Heffer and Sons, Ltd. 
1926. Pp. 479. 16s. 


Mr. S. W. Cole is recognised as being one of the most 

experienced teachers of practical biochemistry to 
medical and biological students, and his writings 
have benefited by his wide experience. This book, 
first published in 1904, has grown enormously in 
size, and its present seventh edition bears but little 
resemblance to the earlier issues. Chapter I. is devoted 
entirely to physical chemistry—a new feature. An 
elementary account of the theory of solutions, 
hydrogen-ion concentration, and colloids is given. 
Mr. Cole has thereby solved the problem of many 
teachers, since the practical exercises and theoretical 
discussions are so clear that no special book or 
apparatus is required. The next two chapters deal 
with proteins, whilst the fourth is allotted to methods 
for the preparation of certain amino-acids. Here the 
author adheres in the main to the methods described 
in Abderhalden’s Biochemisches Handlexikon ; some 
of the more recent methods give very much hetter 
results, and one would hope to see the techniques of 
Hanke and Koessler and similar methods included 
in a new edition. Chapter V., on carbohydrates, 
contains little new matter, with the exception of 
the method devised by the author for the estima- 
tion of blood-sugar. Additions have also been made 
to the chapters on fats, foods, and enzymes. The 
omission of an account of the work on the optimum 
pH of diastase mars an otherwise excellent account 
of this ferment. An entirely new feature is Chapter IX.., 
on biological oxidations and reductions. It forms one 
of the most concise accounts of this difficult subject 
that we have as yet seen. There are some additions 
to the account of blood pigments, but the information 
supplied is sketchy and not very practical. The final 
chapters are devoted to the analysis of blood and 
urine. 
_ Some omissions are noticeable For example, 
insulin is not mentioned throughout the book. It is 
now so cheap that some practical exercises with it 
could properly be included. Indeed, all the internal 
secretions are entirely ignored. The author has 
devised many new methods to which his name is 
properly attached ; certain other devices described 
are such slight modifications of existing recognised 
methods that perhaps unnecessary multiplication is 
likely to result from a special table. These points are 
mentioned with the hope that they may be of use 
when the preparation of other editions of this most 
excellent work is contemplated. 


Chemical Pathology. Being a Discussion of General 
Pathology from the Standpoint of the Chemical 
Process Involved. Fifth edition. By H. GipEon 
WELLS, Ph.D., M.D., Professor of Pathology in 
the University of Chicago and in Rush Medical 
College, Chicago; Director of Medical Research 
in the Otho S.A. Sprague Memorial Institute. 
London and Philadelphia: W. B. Saunders 
Company. 1926. Pp. 790. 40s. 


THIS book has become a classic. We have had the 
pleasure of watching its development from the first 
edition, published in 1907; in all the earlier editions 
the author exercised a critical faculty for which he is 
noted, with the result that a masterly survey of 
the more reliable investigations and publications 
was produced. As time went on the amount 
of literature to be digested increased by leaps 
and bounds, and although the volume grew, the 
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selection of matter for insertion evidently became 
more and more difficult. In the present edition 
there is much rather doubtful work recorded, and 
in some instances even work which has been contra- 
dicted appears in the text in authoritative tones. 
This is probably the result of the very speedy growth 
of the subject, making it a herculean task for one 
man to keep abreast of all its developments and 
checks, and the book remains still a very fine work 
even if the balance is less carefully held. 

The first chapters deal with the physical chemistry 
of the cell and enzymes. The section on oxidation 
processes is rather disappointing, for although the 
thermolabile systems are well dealt with, glutathione 
receives a mere mention. With regard to diastase, 
there is no account of the recent work on the 
optimum pH for this substance. The next three 
chapters deal with the chemistry of bacteria, animal 
parasites, and various poisons. These remain very 
much as before, whilst the next four chapters on 
immunity contain much new matter. We would 
suggest that the author takes the Abderhalden 
reaction too seriously in devoting two pages of 
close print to it, but he is able to see the doubts 
cast upon its value. The chapter on growth and 
repair has been extended, and includes a very good 
summary of the present-day views on vitamins. 
The special chapter on cedema has been greatly 
expanded, and is undoubtedly one of the finest in the 
book. On the subject of pathological pigmentations, 
the part played by hemoglobin is not set out clearly. 
The account of the disintegration products is rather 
sketchy, especially as regards hematin. 

The section on ductless glands 1s perhaps the least 
successful in the book. For instance, the author gives 
the ‘mpression that the isolation of thyroxin has 
rounded off all chemical researches on the thyroid ; 
yet many reliable workers have pointed out that 
thyroxin does not constitute the total iodine of the 
gland. Again, the formula proposed by Kendall is 
The author 
describes Robertson’s work on tethelin, but does not 
mention the counter observations of Cannon and 
Drummond. Prof. Wells, speaking of the repro- 
ductive glands, says, “ too little is known as to the 
chemical character of these secretions to warrant 
their discussion in this place.”’ This may be true in 
relation to the testicle, but the old observations of 
Herrmann and Frankel, and the newer ones of Allen 
and Doisy on the ovary certainly deserve inclusion 
in any modern text-book on chemical pathology. 

On the whole, however, the book retains its place 
as one of the greatest expositions of chemical patho- 
logy in the literature. If we may offer a suggestion, 
it is that the author would be wel! advised not to 
increase the size of future editions, but to exercise as 
keenly as in the past that excellent critical faculty 
that has made his writings so valuable. 


by no means a generally accepted one. 





DISEASES OF THE EYE. 
A Manual for the Practitioner. By HENRY 
KIRKPATRICK, M.B., Lieut.-Col. I.M.S. (retired) ; 
late Professor of Ophthalmology, Medical College, 
Madras. Calcutta: Butterworth and Co. 1925. 
Pp. 132. 10s. 6d. 

Tuts book is written for the general practitioner, 
especially one practising in remote parts. The author 
would hardly maintain that it contains sufficient 
instruction for those who have to undertake the 
responsibility of treating difficult eye cases. At the 
same time a comparatively small book of this sort 
will be of use to men who have learnt the elements of 
the subject in student days and who want to maintain 
their knowledge in order to be able to deal with 
emergency cases. Colonel Kirkpatrick’s experience has 
been acquired in India, and, as one would expect, a 
good deal of attention is devoted to trachoma and its 
sequele. With regard to causation of cataract the 
suggestion is made that its frequent occurrence in 
India may have some connexion with the poor diet 
of the population, especially a deficient supply of 





vitamins. In the domain of treatment the book 
suggests a method of inspecting the upper conjunctival 
fornix which, so far as we know, is original. About 
1 c.cm. of normal saline is injected beneath the 
conjunctiva at the upper border of the tarsus. This 
method, which the author calls “ ballooning,’’ might 
certainly be of service in cases where the ordinary 
method of eversion is difficult. Another original 
method of treatment applies to cases of acute con- 
junctivitis where there is much cedema, and especially 
the gonorrhceal form and septic cases. This consists 
of an eye bath of 10 per cent. magnesium sulphate 
applied for a few minutes every few hours. The author 
says “the hypertonic solution is able to exert a 
powerful osmotic action through the inflamed 
membrane, and thus to reduce the chemosis and to 
relieve the lymphatic circulation.” The suggestion has 
been favourably mentioned in recent editions of some 
of the larger text-books—De Schweinitz and Fuchs. 
Altogether a useful little book. 





LECTURES ON NUTRITION. 

London and Philadelphia: W. B. 

Company. 1925. Pp. 243. 12s. 

THERE is more important scientific matter packed 
into this slender volume than is to be found in many 
closely-printed tomes. It is a series of lectures given 
at the Mayo Foundation and at the Universities 
of Wisconsin, Minnesota, Nebraska, Iowa, and 
Washington. The first lecture, by Dr. F. G. Benedict, 
deals with basal metabolism; in the second Prof. 
Graham Lusk discusses problems of metabolism ; 
whilst in the third Prof. E. F, Du Bois writes on the 
proportions in which protein, fat, and carbohydrate 
are metabolised in disease. Prof. A. V. Hill, in the 
fourth lecture, deals with muscular activity and 
carbohydrate metabolism, and the two final lectures, 
by Prof. E. V. McCollum and Prof. H. McLean Evans, 
are devoted to vitamins and kindred bodies. These 
essays do not make easy reading; they are too 
advanced for any reader without knowledge of 
biochemistry. But it is rare to find a collection of 
essays in which such broad generalisations have been 
drawn with great erudition and skill. Particularly 
would we commend the lecture by Prof. Lusk, who 
reviews past and present chemical and _physio- 
logical knowledge in a manner worthy of our scientific 
ancestors, and, let it be added, in a manner rare in 
an age devoted to hasty inquiry into minuti#. An 
admirable series of references is given at the end of 
each lecture which further enhances the value to the 
student of this welcome book. 


Saunders 





DISEASES OF THE NOSE, THROAT AND EAR. 

Fifth edition. By WILLIAM LINCOLN BALLENGER, 
M.D., late Professor of Otology, Rhinology, and 
Laryngology, University of Illinois, Chicago. 
Revised by HowarRD CHARLES BALLENGER, M.D., 
Otolaryngological Staff, Evanston Hospital, 
Chicago. London: Henry Kimpton. 1925. 
Pp. 1080. 42s. 

Ballenger’s work on diseases of the nose, throat and 
ear has long been recognised as one of the foremost 
text-books on the subject, and this, the fifth, edition 
is evidence of its continued popularity. The number 
of alterations and additions in the new edition are not 
very great. The description of the Ballenger-Sluder 
method of removing the tonsils has been rewritten 
and new illustrations inserted, and it is noteworthy 
that Ballenger no longer uses the alveolar eminence 
to push the tonsil through the guillotine, as advised by 
Sluder, but employs the index finger of the other 
hand; this is the procedure originally described by 
Whillis, of Newcastle, a few months before the 
publication of Sluder’s work, but he does not mention 
Whillis’s name (v. THE LANCET, Sept. 17th, 1910, 
The Enucleation of Tonsils with the Guillotine, 
by S. S. Whillis and F. C. Pybus). Lautenschlager’s 
and Halle’s operations for the treatment of atrophic 
rhinitis by advancing the antro-nasal wall are 
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described, but the results 
not given. The chapters-on hay fever, hyper- 
zwsthetic rhinitis, and asthma have been rewritten, 
as also that on Méniére’s symptom-complex. Much 
attention is given to operative procedures, and 
not quite enough to their indications and results ; 
indeed, the criticism may be offered that too many 
operative methods are described, and that the 
student is not given sufficiently dogmatic guidance 
by the authors as to which of the methods is to be 
preferred. A good instance of this is the chapter 
on the surgical correction of obstructive malforma- 
tions of the nasal septum. Here an immense number 
of methods are described, many of which, such as 
Asch’s and the spokeshave operation, are really 
obsolete. Few will agree that a simple spur may be 
removed with a saw or spokeshave with less risk to 
the integrity of the septum than by submucous 
resection ; on the contrary, most believe that a spur 
is nearly always but the apex of a deviation. It is 
not a good reason for preferring other methods to 
submucous resection, that ‘they are simpler and 
almost, if not quite, as satisfactory in their results.” 
Of the surgical treatment of malignant tumours of 
the tonsil, the only method described is von Langen- 
beck’s temporary resection of the lower jaw, and the 
possibility of removal through the mouth is not 
mentioned. There is no mention of the use of vocal 
rest in the treatment of tuberculous laryngitis. How- 
ever, in spite of inequalities, difficult to avoid in a 
work of this size and scope, this is an admirable 
text-book full of valuable information. 


of these methods are 


PLASTIC SURGERY OF THE NOSE. 

By J. EASTMAN SHEEHAN, M.D., F.A.C.S., Plastic 

Surgeon and Chief of Nose and Throat Clinic, 

New York Post-Graduate Medical School and 

Hospital. New York: Paul B. Hoeber. 1925. 
Pp. 249. $10. 

In this book Dr. Sheehan confines himself to the 
plastic surgery of deformities of the external nose, 
and deals with the treatment of such conditions as 
twisted and ‘*‘ hump ”’ nose, depressions of the bridge, 
deformities of the ale and tip, and, finally, with 
rhinoplasty for the correction of complete or extensive 
destruction of the nose. He does most of his work 
on the nasal bridge through an incision which splits 
the columella, and claims that the resulting scar is 
almost invisible; and he rightly emphasises the 
importance of providing an epithelial lining for the 
interior nasal cavity in all forms of rhinoplasty 
where the original lining has been destroyed. He 
acknowledges ** cordially and gratefully ” the influence 
of Mr. H. D. Gillies, whose work he had the oppor- 
tunity of observing over a long period at Queen Mary’s 
Hospital at Sidcup. In his opinion, the use of 
paraffin for the correction of disfigurements cannot 
be too strongly condemned; but it is a pity that 
he allows himself to say that all who use this method 
are either ignorant or influenced by considerations 
of personal gain. This kind of argument is of no value 
on a scientific question. As a matter of fact, we con- 
sider that the common small depression at the nasal 
bridge is best corrected by injection of a small quantity 
of paraffin wax, and that the result is quite permanent ; 
as to ‘‘ personal gain,’’ the procedure is simple and 
naturally commands a much smaller fee than a plastic 
operation, and it leaves no scar. For resection of the 
deflected septum Dr. Sheehan describes incision 
through the columella as “a ready preliminary to 
separation of the septum from the tissues,’ but he 
does not say whether this is his ordinary method of 
performing a septal resection or, if not, for what cases 
he would advise it ; nor does he state what advantage 
he finds in a severer method involving an external 
scar over the usual very satisfactory operation. 
The operative procedures are sometimes difficult to 
follow in the text, but the illustrations are sufficient 
to make them easily understood; these latter are 
both numerous and good, and the volume is well 
printed and produced. 











ELEMENTARY HYGIENE FOR 
Third edition. By H. C. 
M.D., M.S. Lond., F.R.C.S. Eng., Surgeon, Coast 
Hospital, ney, N.S.W. London: J. and A. 
Churchill. 1926, Pp. 261. 5s, 

In its new form this book has been 
thoroughly up to date that it reveals little of the 
character of an old work rewritten. It deals in eight 
chapters with ventilation, warmth, light; food and 
milk; water, sanitation, and drainage: sewage, 
dwellings, and temporary hospitals; infectious 
diseases ; parasites; personal hygiene; and health 
nursing, the last-named section being contributed by 
Dr. Harvey Sutton. An appendix of 20 pages is 
packed with facts of practical importance. Written 
in the Antipodes, this book expresses essentially the 
English outlook on hygiene, although lack of familiarity 
with our public health procedure may account for 
unimportant inaccuracies—for instance, in connexion 
with the notification of infectious diseases, the grading 
of milk, and the law relating to preservatives in the 
latter article of diet. The retention of the term 
‘“ptomaine poisoning” is unfortunate, and the 
paragraphs devoted to food poisoning may give the 
impression that there is more than a casual association 
between decomposition and the specific infections 
involved. The connexion, too, between typhoid and 
contaminated water is overstressed, and the mnemonics 
on pp. 239 and 240 might well be omitted. However, 
the author succeeds in conveying concisely but 
accurately all that a nurse needs to know of preventive 
medicine, and the conception of the various branches 
of the subject, with the exceptions we have noted, 
is entirely modern. ‘The illustrations are carefully 
chosen and well reproduced. Altogether an admirable 
little book which we can confidently recommend to 
nurses and their teachers. ; 


NURSES, 


RUTHERFORD DARLING, 


brought so 


HYGIENE OF SEX. 
By MAX VON GRUBER, M.D. 
tion into English. London: 


and Cox; Baltimore: 
1926. Pp. 169. $1.50. 


Authorised transla- 
Bailliére, Tindall 
Williams and Wilkins. 


THIS is a popular exposition of the biology, physio- 
logy, and to a very limited extent the pathology of 


sex. The author has written very directly, and has 
avoided the errors of taste which such books often 
exhibit. His style is dogmatic and he finds no place 
for references to the literature or for the names of 
physiologists whose experiments are mentioned. This 
conduces to brevity and simplicity of argument, but 
has its disadvantages. The statement (p. 82) that 
injections of serum beneath the skin have been shown 
experimentally to increase the capacity for muscular 
activity both by delaying the onset of fatigue and 
hastening the process of recovery therefrom, is one 
that we should have been interested to verify in the 
literature. We take exception to the following state- 
ment on masturbation: ‘* Very often by reading him 
(the child) some of the harrowing descriptions, such 
as may be found in the medical writings of the past, 
it is possible to sufficiently frighten him to cause 
him to break the habit.’’ The inherent dishonesty as 
well as the exceeding danger of such a procedure calls 
for protest. We have, however, no serious quarrel 
with most of the conclusions reached or the advice 
given. 


ANATOMY FOR ARTISTS. 


By E. Wo.tFr. Illustrated by GEorGE CHARLTON. 
London: H. K. Lewis and Co., Ltd. 1925. 
Pp. 174. 12s. 6d. 


THIS is a good and readable account of the skeletal 
and muscular structures of the body as seen from the 
point of view of the needs of the artist. The descrip- 
tions are not tediously long, but appear to be sufficient 
as well accurate. Stress is laid 


as on differences 
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between the sexes in anatomical conformation, and 
a good short chapter on the distribution of fatty 
masses depending on sexual development is included. 
We do not remember a similar account in any English 
book on artistic anatomy, although the subject is 
evidently one of great importance in the treatment 
of this subject. The simultaneous action of muscles 
moving the scapula and the arm, in raising that limb, 
is mentioned, but we would like to see it more strongly 
impressed on the student, with a view to the veri- 
similitude of a reproduction of a limb in action as 
seen from the back. No mention is made of the action 
of the rhomboids—a regrettable omission, inasmuch as 
these muscles are so frequently given actions which 
they do not possess. The lessened power of extension 
in the female hip is another matter which might 
be of import in the portrayal of poses of action. The 
reference on p. 3 to Fig. 69 should be to Fig. 65. 
The book is well produced and clearly illustrated 
with diagrammatic drawings of the muscles and with 
drawings of the complete parts. 














Reports and Analptical Records. 


(1) TABLETS OF ASPIRIN COMPOUND WITH 
DOVER’S POWDER (MODIFIED) ; 
(2) DIGIFORTIS. 
(PARKE, DAVIS AND Co,, 50-54, BEAK-STREET, 
Lonpon, W. 1.) 

(1) Tis firm for some years supplied tablets 
according to the formula suggested by Sir G. Archdall 
Reid in THE LANCET of June 4th, 1921, for use in 
cases of pyrexia and influenza, but as that formula 
comes within the scope of the Dangerous Drugs Act 
they have recently introduced tablets of aspirin 
compound with Dover’s powder, modified (C.T. 579), 
containing rather less Dover’s powder, so as to be 
outside the scope of the Act, and rather more aspirin. 
Each of the modified tablets contains: aspirin, 
6 gr.; phenacetin, 2} gr.; Dover’s powder, 2 gr. 
The dose is one to two tablets, and the preparation 
is supplied in bottles of 100, 500, or 1000 tablets. 
Sir Archdall Reid’s original description of his experience 
with a nearly identical combination in the toxemia 
of pneumonia was dramatically instructive. 


(2) Digifortis.—This is a standardised preparation. 
While the gravest issues may hang upon the activity 
of digitalis in the particular form employed, there 
are few drugs that are more liable to deteriorate. 
Digifortis is a physiologically standardised digitalis 
preparation, in the production of which the manu- 
facturers claim to have taken every possible precaution 
to ensure therapeutic efficiency. The leaves have been 
specially selected, the fatty constituents eliminated, 
and the activity of the finished product deter- 
mined by physiological experiment. Digifortis is 
supplied in amber-coloured bottles of 1 oz. to protect 
from the action of light and the deterioration that may 
follow storage, and a label bears the date of manu- 
facture : the physician will know the age of his stock, 
and full activity is guaranteed for at least one year 
from the date. The average dose of digifortis 
(P., D. & Co.) is 8 minims, two or three times daily, 
or more often if indicated. 


ISACEN. 
(HOFFMANN-LA ROCHE CHEMICAL WORKS, LTD,, 7-8, IDOL-LANE, 
LONDON, E.C, 3.) 

This is a white powder without taste or odour and 
is insoluble in water or acids, so that any action it 
may possess should be exercised in the large intestines. 
The preparation has been extensively tried out in the 
Roche Institute of Experimental Therapy at Basle 
and has been found a useful purgative in cases of 
constipation of varying origin even in quite small 
doses. 





Netw Inbentions. 


A NEEDLE FOR SALINE INJECTIONS 
INTO THE PERITONEAL CAVITY. 

For infants the intraperitoneal injection of saline 
has many advantages over subcutaneous or rectal 
administration. More fluid can be given; it is more 
quickly absorbed; there is less discomfort to the 
child, and glucose solutions up to 10 per cent., and 
blood, can be used in injections. The objection is 
that there is 
some danger of 
perforating the 
intestine or of 
setting up peri- 
tonitis, apart 
from injury to 
the intestine. 
These dangers 
are no doubt 
present when 
one-end needles are plunged blindly through the 
abdominal wall or when the solutions used are not 
aseptic. In a series of cases at the Evelina Hospital 
for Sick Children we have had uniform success with a 
two-end needle, which is used as follows: A fold of 
skin and abdominal wall (1 in. across) half way between 
the umbilicus and symphysis pubis is gripped tightly 
between the thumb and forefinger and the absence of 
peritoneal contents appreciated. During the period 
of relaxation which occurs with expiratory apna 
(which periods are long in these infants) a rapid 
transverse stab is made just below the gripping fingers 
until the point of the needle emerges from the opposite 
half of the abdomen, and the needle is adjusted, so 
that the aperture half way along the curve opens into 
the peritoneal cavity. That this adjustment is 
accurate can be appreciated at once.by the ready 
flow of saline, without bulging of the abdominal wall. 
In these infants the abdominal wall is very lax and 
an easily safe margin can be raised. Sometimes the 
injection sets up vomiting, but this can be partially 
avoided by injecting slowly. The needle has been 
made for us by J. H. Montague, 69, New Bond-street, 
London, W. 1. I. W. GALLANT, M.B., B.S. Lond. 

R. M. Gorpon, M.B., Ch.B. Glasg. 

Evelina Hospital for Sick Children, Southwark. 


J.H.MONTAGUE 
LON DON 


AN INFANTS’ CLINICAL THERMOMETER. 

THE illustration shows a thermometer which is 
designed to take an infant’s temperature by the 
mouth. The usual method of taking an infant’s 
temperature by the axilla or by the rectum have 


Par.No. 227.569 


their obvious disadvantages. This instrument con- 
sists of a special thermometer with a spherical bulb, 
the lower portion of which projects through a 
reinforced teat, the end of which is invaginated 
and protects the neck and upper portion of the bulb 
of the thermometer. The thermometer of necessity 
takes a little longer to register than the ordinary 
clinical variety, as the infant is allowed to suck 
the teat in the same way as a “ dummy,” the bulb 
lying between the tongue and the roof of the mouth. 

Messrs. Allen and Hanburys, Limited, are the 
manufacturers. 

G. F. RANDALL, M.R.C.S., L.R.C.P. Lond. 
Sheffield. 
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AN ESSAY IN EXPERIMENTAL 
EPIDEMIOLOGY. 


TuE problem of epidemiology to-day is to harmonise 
the facts which may be found in CREIGHTON’s History 
of Epidemics in Britain or in Sir WiL~t1AM HAmeER’s 
sheaf of reports on the health of London with those 
which are summarised in Murr and _ Rircure’s 
Bacteriology. There are, on the one hand, those to 
whose way of thinking an epidemic is a thing of itself 
with an individuality which exists in relationship to 
past and future epidemics of the same kind and of 
other kinds. On the other are those who see in an 
epidemic a response to a parasitic agent conditioned 
by circumstances of the host and of the parasite. If 
we believe—as in the present state of knowledge we 
are bound to believe—that parasites are essential 
sauses of infectious diseases, the two points of view 
cannot be discrepant, nor can they in the end give 
discordant answers to the problems with which 
epidemiology has to deal. In so far as the answers 
may have an appearance of discordance, we may be 
as sure as we can be of most things that the faets or 
their interpretation are at fault. Much has been done 
in recent years towards this harmonisation by the 
joint advance of bacteriology and mass clinical 
inquiry. We know now, for example, that people 
may harbour virulent diphtheria bacilli without having 
diphtheria, and that they may become actively 
immune to diphtheria without ever having had an 
attack of the disease; the realisation of the carrier 
state has shown the line along which we may expect 
to find the solution of many difficulties. We know 
that the seasonal prevalence of plague is due to the 
effects of temperature and humidity upon the rat-flea, 
and it is into these terms that we can translate the 
cosmic miasmas of the past. In many other ways 
observations in the field have improved our knowledge, 
and it might have progressed faster if the numerical 
data of the health reports were less neglected 
subjects of meditation by medical men. 

But there are at least as many great questions of 
epidemiology about which we really know little or 
nothing that may be expressed in bacteriological 
terms. What happens when an epidemic slowly 
emerges, gathers increasing momentum during its 
climax, culminates, :nd then falls down to die away 
back to the level it started from? What are the 
respective shares of microbic virulence and_ host 
resistance in this cycle whose regularity and definite 
characterisation gave it a personality before parasites 
were thought of ? Is the decline of an epidemic due 
to a falling off of virulence or to the exhaustion of 
material susceptible under the conditions of invasion 
which obtain? Are the hosts which survive at the 
end alive because they are by nature more than 
ordinarily resistant, have they become resistant during 
the epidemic, or have they escaped by chance? The 
answers to these and other fundamental questions are 
at present simply unknown, and from the nature of 
the case are bound to remain uncertain if only the 
human facts are available. Sooner or later medicine 
always reaches the point where progress is hampered 
or barred by its respect for human life and comfort, 
and it is only by resort to experiment on animals that 


as 





one can get further, This is plainly true of epidemio 
logy, and we welcome most heartily the beginnings 
which have been made in this country by Prof. 
W. W. C. TopLey and at the Rockefeller Institute by 
Dr. L. T. Wepsster and his colleagues. We say 
beginnings, because their study of mouse epidemics, 
like all really good pieces of work, has not only added 
substantially to our knowledge, but has made more 
apparent our ignorance. For example, we know 
nothing whatever about epidemic influenza, and have 
not a notion why there was a dreadful pestilence in 
1918; we have not the least idea why bubonic plague 
ceased to be endemic in England and Wales in 1666 ; 
nor can we tell at all why scarlet fever ceased to be 
virulent about 25 years ago, although it is still, 
perhaps, prevalent ever. Very likely the 
explanations of all these mysteries are there for us 
to read, but we do not know the language in which 
they are written. Prof. TopLey and his co-workers 
are trying to compile a grammar. 

We publish this week the third and last of Prof. 
TOPLEY's Milroy lectures, commending the series to the 
attentive study of our readers. It is necessary for 
their proper appreciation to realise not that the results 
of mouse epidemics cannot transferred without 
qualification to human epidemics—that is obvious 
enough—but that this is the only means by which 
essential information can be obtained. Note, for 
example, the table in the second lecture (p. 536) which 
gives the state of 1160 survivors from various experi- 
mental infections as regards the presence of mouse 
typhoid bacilli in the spleen; the majority have not 
escaped infection nor completely recovered from it, 
but still contain ‘live microbes, and under 
circumstances would be capable of starting a fresh 
outbreak. One of these conditions Prof. ToPpLEY has 
defined as the addition of fresh normal mice to the 
population ; this will result in further deaths of the 
survivors from the previous epidemic as well as among 
the new immigrants—a most curious demonstration. 
We are not attempting to discuss at length the 
points raised by the mass of work which has been 
accomplished ; we can only emphasise the fact that by 
it we are for the first time getting definite facts on many 
points where we have had to be content with surmise 
and inference, and we hope that the Medical Research 
Council will continue and expand its support of an 
admirable enterprise. 


as 


as 


sOoTne 





SIGNED ARTICLES IN THE PUBLIC PRESS. 

THE signature by medical men of articles in the 
press has been receiving notice for some time, interest 
being revived regularly 
discussion in the 
matter been 
pronouncement the 
columns of many daily 
had references to it. From these it 
that there is a widespread desire on the part of the 
public to receive sound medical information through 
the medium of their and the press, 
designing to meet the demand, has, in certain cases, 
resented the difficulties which are experienced. 
Editors do not sympathise with the reluctance of 
medical men to satisfy this demand, or at any rate 
to satisfy it along what seem to editors the right lines. 
And this in itself proves that the situation is not a 
simple one. Especially the reasons are not appreciated 
which have led the General Medical Council, in certain 
circumstances, to hold the writing of signed articles 
in the press as “infamous conduct in a professional 
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respect’; yet it is a fact that on the comparatively 
few occasions when practitioners have incurred the 
censure of the Council for the insertion of such 
articles the logical attitude of the Council cannot 
be challenged, or only in a tentative manner. No 
medical man has been “ molested *°—to use a word 
frequently employed—by the Council, when he was 
giving sound medical advice or information, neither 
intruding his own personality nor dogmatising on 
disputed pathology; the penalty has always been 
incurred through the injudicious or self-advertising 
nature of the communications, resulting in possible 
deception of the public. The memorandum now 
issued by the General Medical Council, through the 
Registrar, states definitely that the publication in 
the press of articles on medical subjects by practitioners 
has not been condemned by the Council, unless it 
has been proved that the articles come under the 
terms of the warning notice of the Council against 
advertising, or are otherwise of an objectionable 
nature. The responsibility rests with the Council 
to decide whether any articles signed by a medical 
man in the press do constitute advertising or are 
objectionable ; and when a practitioner, with due 
formality, is asked to explain his conduct, the issues 
are heard in public (though not the deliberations of the 
Council upon them), the impeached man being present, 
and, if he chooses, being represented by counsel or 
solicitors. A judicial assessor assists the Council in 
regard to any points of law and indicates the legal 
weight of the evidence, so that all precaution is taken 
against hasty or improper action. Some critics of 
the Council have certainly not been aware of the 
safeguards possessed by the practitioner. 

The attitude of the British Medical Association 
was made public at the Representative Meeting last 
year, when the policy of the Association in reference 
to the contribution of articles on medical matters 
to the press was formulated in a clear report. This 
report held that it was legitimate, or even advisable 
for medical practitioners, who could speak with 
authority on the question at issue, to contribute to 
discussions in the public press, but stated that dis- 
cussions on disputed points of pathology or treat- 
ment should be avoided. The matter would be 
simple if it were possible for the medical article to 
be at once devoid of reference to pathology, 
unconcerned with treatment, and at the same time 
to be the sort of article which the public press seeks, 
because it is what their readers desire to have placed 
before them. And this is one reason why the 
situation, as we said above, is not a simple one. 
The articles which medical men are begged to supply 
to the press almost always deal with pathology or 
with treatment or both. So that the points to 
be discussed, if the real ethical difficulties are to 
be faced, are not provided for either in the expressed 
opinion of the Representative Body of the British 
Medical Association or in the memorandum of 
the General Medical Council. The Council could 
not possibly pronounce all articles in the press which 
had pathological or therapeutical references to be 
indications of ethical laxity; and the British Medical 
Association could not possibly say that because an 


article. was silent on pathology and _ therapeutics 
it contained no element of professional offence. 
The General Medical Council is concerned with 


preventing the appearance of articles of a self-advertis- 
ing or objectionable nature, and the articles which 
will lead directly to penal interference are those 
where the self-advertising takes the form of giving 
advice on disputed pathological questions from an 
assumed superiority of knowledge. Many articles 





which are not objectionable, in that they do not mislead 
the public scientifically, may bring their authors before 
the public in a manner that their colleagues think 
unfortunate; they may acquit the author of self- 
advertisement but still consider that he has secured a 
measure of publicity in an undesirable way through his 
action in writing the articles. This is why a practi- 
tioner whose name comes before the public through 
the announcement of simple hygienic lessons is 
accused of self-advertisement; he does not offend 
by pretending in so many words to superior individual 
knowledge, but the signing of the article confers 
that quality upon him, and it is the quality which the 
journal issuing his contribution would suggest that 
he possesses. He is really doing good, but the 
inconvenience of his conduct is that, when another 
man does the same thing and in the other man’s 
article direct advertisement can be detected, so 
that his name is removed from the official list of 
the profession, the public considers that an unfair 
difference of treatment has been meted out by the 
General Medical Council. 

The practitioner who desires to sign an article in 
the press should feel sure that what he has to say 
needs saying, that he has the right experience from 
which to say it, and that he is not introducing to an 
audience, unable to doubt, from technical knowledge, 
the theories, deductions, or opinions which he could 
not support among his colleagues. It is an act of 
vanity, which may have mischievous consequences, to 
promulgate personal views where they are unnecessary 
and where they cannot be challenged. The 
practitioner who accepts an invitation to contribute 
a medical article to the press, having similar considera- 
tions before him, should feel sure that the public will 
gain by the information which he has to give, and 


that it has been sought from him because he is 
admitted by his colleagues to be an authority. And 


thereafter he should remember that, if he gains in 
public esteem he may none the less be held to have 
broken the spirit though not the letter of medical 
ethics. This is a consequence following either upon 
the right or the wrong conduct ; and the fact that it 
may occur in either case shows again that the situation 
is not simple. 


2 
> 


MEASLES. 


For the third week running more than 100 deaths 
from measles have been reported in the 105 great 
towns of England and Wales. In years when measles 
is prevalent this high mortality is not unusual. But 
is it still inevitable? Is it impossible to save these 
lives? Or are they lost because the fullest use is 
not made of modern knowledge of the disease— 
because a certain fatalism or indifference still governs 
medical opinion? That measles may have disastrous 
results is fully recognised ; its eomplications and 
sequelze are known to everyone. Yet the fact that 
in good surroundings it is rarely fatal gives a sem- 
blance of reason to the opinion that it is a trivial 
complaint ; and it is thought of with the less concern 
because infection seems inevitable. Few escape it 
in the long run, and since one attack almost always 
confers lasting immunity, people think that a child 
may as well get it over. That, however, depends 
on circumstances. Certainly there is little enough 





harm in allowing children to take the disease in well- 
appointed, airy homes, where they can be properly 
looked after, and where there are no foreign bacteria 
to take advantage of the chances offered by inflamed 
measles is 
the 


nose and throat and bronchi. Here 


rightly regarded as of little account. But in 
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overcrowded houses of the poor it assumes a different 
and deadly character; and accommodation in fever 
hospitals cannot, as a rule, be provided until some 
complication occurs, when it is often too late. In 
schools, hospitals, and other institutions an outbreak 
of measles is wholly undesirable, because it reduces 
the sufferer’s resistance to the organisms carried 
about by his companions, against which he has not 
acquired effective immunity. Thus an overlooked 
middle-ear infection may be lighted up, risking 
the spread of otitis through a school; whilst 
diphtheria or some other fever supervening on an 
epidemic of measles may be a calamity. It makes a 
difference, moreover, at what age the child catches 
the infection. In the outbreak at Camp Wheeler in 
the U.S.A. in 1917 it was found that all the recruits, 
sooner or later, took measles unless they had had it 
before, and it seems that effective inborn immunity 
is rare, if indeed it occurs at all. The exception is 
the new-born infant who is said not to catch measles 
even from the mother nursing him—a fact of great 
theoretical interest. Apart from this, age has little 
bearing on susceptibility, but it has an important 
influence on mortality and the danger grows less 
as the age approaches 5 years. For this reason it is 
useful to prevent measles in young children even if 
the prevention is only temporary, and for the reasons 
stated above it is most desirable that this usually 
minor complaint should never be allowed to take its 

course in schools, institutions, or unhealthy homes. 
That is almost axiomatic. But is there any way of 
preventing people from catching measles, apart from 
quarantine ? The answer is that there are methods 
used abroad which ought to be tried more widely in 
this country and which, on the evidence, may be 
assumed effective until proved otherwise. For the 
moment it will be convenient to leave on one side 
the interesting attempts of Morey to produce active 
immunity by painting the throats of new-born 
infants with nasal discharge from measles patients, 
and consider only the uses of serum, which has been 
repeatedly described in our columns.' Serum from 
a convalescent case of measles was first tried in 1916 
to protect susceptible children. Since 1919 it has 
been used in many continental cities and in North 
and South America. DrGKwitz, of Munich, has 
worked out the doses needed to confer immunity, 
and considers that on entering a house where there is 
a case of measles the doctor should immunise the 
contacts with convalescent serum. Supposing that 
the rash has but just appeared, a dose of 3 ¢.cm. will 
give complete protection to the other children. 
If the disease has been developed for 24-48 hours 
some 5 or 6 c.cm. will be required; whilst if the time 
since exposure to infection is more than three days, 
larger doses will be needed and protection is less certain. 
Early injection of serum only confers a passive 
immunity, which lasts but a few weeks. (Not that 
this would not be extremely useful in certain cireum- 
stances, as for instance, in school outbreaks.) But 
where injection is not made until five to seven days 
after exposure a modified and mild attack results, 
which is said to give lasting protection. If the exact 
date of exposure to infection is known it may there- 
fore be worth while to delay the injection and get 
an attenuated attack so that the child may be protected 
against further accidental exposure, which is almost 
certain to occur sometime or other. If the claims 
of DecKwitz, Despre, and others are justified, it 
is clear that we may possess an effective method 
of controlling measles. We have a means of preventing 
serious outbreaks in schools and hospitals, of mitigat- 
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ing the severity of attacks in cases seen up to seven 
days after exposure to infection, and of conferring 
permanent or temporary immunity according to the 
exigencies of the occasion. The careful and considered 
use of such a method may well rob the disease of its 
worst perils. In Paris, New York, and elsewhere 
centres have been arranged for the collection and 
testing of serum to ensure freedom from syphilis, 
tuberculosis, and malaria. Where the serum of con- 
valescents is unobtainable the serum or whole blood 
of an adult who has suffered from measles in childhood 
may be used instead, but a larger dose is needed— 
e.g., 12 ¢.cm. serum or 35 c.cm. whole blood for a 
child of 3 years—and this is only recommended for 
country districts where no stock serum is available. 
Dr. R. VeitcH CLARK, medical officer of health for 
Manchester, is reported to have said that the country 
could easily be rid of measles if the public would 
coéperate and overcome its prejudice against injection. 
It would be something, however, if we could say of 
measles, as Sir GEORGE NEWMAN recently said of 
small-pox, that only those had it who preferred it. 
The suggestion that to eliminate measles may be 
feasible has raised other interesting, if academic, 
questions: Would such elimination be wise ? Would 
not a nation freed for a generation fall an easy prey 
to infection brought in from abroad ? When such 
infection came would it not play havoe with a popula- 
tion which had lost its power of resistance? For 
65 years the inhabitants of the Farée Islands were 
free from measles, and when, in 1846, it was reintro- 
duced, over 6000 of the 7782 islanders contracted the 
disease and many died. Even more striking was 
the epidemic in Fiji in 1875. Measles had been 
unknown in the islands and presumably the people 
had no specific resistance whatever. Amongst 
the population of 150,000 there were about 40,000 
fatal cases. This fact, at first sight, lends colour 
to the view that it is better to keep the measles 
we have than loose a plague like this upon our 
descendants ; but CoRNEY, who observed the epidemic, 
considered that it would be easy to lay too much 
stress on the absence of inherited resistance in the 
natives. He put the mortality down mainly to lack 
of care for the sick, to the bad habits of the people 
(who treated their fever by lying in rivers for hours 
at a time), to starvation due to the whole population 
being stricken at once, and to want of cleanliness. 
The disaster was mainly caused, he considered, by 
factors which would not operate in a civilised com- 
munity. Attempts to stamp out measles in this 
country need not, we think, be hindered by any fear 
of massive reinvasion. Complete eradication is hardly 
practical politics at present, but even if at some 
distant date the population were rid of measles for 
a generation, there is little reason to think that they 
would become remarkably susceptible to reinfection. 
Any situation that arose could presumably be controlled 
by a health service using the means which had 
originally banished the disease, and there seems no 
reason for panic about the plight of our grandchildren. 


in 
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HEALTH ADMINISTRATION IN WALES. 


THE death of Sir David Evans at Cardiff on 
March 18th recalls an interesting, and in many ways 
successful, experiment in national health administra- 
tion, for in 1913 he was appointed director and legal 
adviser of the King Edward VII. National Memorial 
Association, which undertook responsibility for the 
treatment of tuberculosis throughout the whole of 
Wales. Under his guidance the Principality was able 
to provide rapidly and economically institutional 
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accommodation on a scale unapproached by any 
except a few of the very large sanitary authorities in 
Britain. The scheme has now been in existence for 
16 years and has not escaped criticism, directed 
chiefly to its effect in removing tuberculosis from 
the purview of the local health departments. The 
problem of tuberculosis, as may be seen from the 
history of its decline before ad hoc schemes came into 
being, is not merely one of treatment and specific 
prevention. Eveninthis respect the vague impression 
that the local health department has no official concern 
with tuberculosis is rejected in the negligence among 
practitioners in Wales of that notification of the 
disease on which its early treatment depends. Still 
more detrimental, however, has’ been the removal of 
the stimulating effect which tuberculosis might have 
exercised on the interest of contracting local authorities 
in the problems of housing and poverty in relation to 
health. However distinguished and able the medical 
staff of the Association, it is clear that their contact 
with other health activities must be precarious and 
occasional. From the purely medical point of view 
it is difficult to assess the results of the scheme. It 
appears to be the case that the mortality from 
tuberculosis in the rural areas of Wales is declining 
more rapidly than in the whole of England, but this 
is probably associated with the greater distance it 
had to fall. On the other hand, the annual reports 
of the medical officer of health for Cardiff contain 
repeated references to the high tuberculosis death-rate 
and the unique position of that town in having a 
slower rate of decline in the tuberculosis than in the 
general death-rate. The Consultative Council of the 
Welsh Board of Health is now proposing a radical 
change in the medical services of the Principality as a 
whole, which would in effect bring them into line with 
the National Memorial by the creation of a National 
Health Council for Wales. We are not sure that the 
disadvantages of any such scheme might not outweigh 
its benefits, for it would interpose between the Welsh 
Board of Health and the local authorities a new body 
either having little more executive function than the 
Board itself, or else exercising such powers over 
an unworkable area. Wales and Monmouthshire 
together cover more than five million acres and many 
localities in this area are difficult of access. Only one 
county in England approaches Wales in acreage, and 
it has been found convenient to split up this county— 
Yorkshire—into three parts for efficient administration. 
In any attempt to measure the influence of local 
methods of administration on health statistics, it is 
important to remember that the large urban districts 
of the Southern half of the Principality differ in only 
one material respect from the bulk of similar areas in 
England—namely, their almost entire dependence on 
the coal industry. Even in this respect Wales has its 
counterpart in some English areas, notably in the 
County of Durham. All such urban districts constitute 
a grave public health problem, and their effect on the 
mortality returns is reflected in the statistics published 
by the Registrar-General both for Wales and the 
Northern Counties. Even the rural districts of both 
Wales and the North of England figure badly in these 
statistics, but here again it should be remembered 
that the rural districts of Glamorgan and some of the 
Northern Counties, which weight so heavily the statis- 
tical returns, are much more industrial in character 
than those of the Midlands and the South of England. 
Group comparisons are apt to be fallacious. Never- 
theless it is a fact that the purely rural parts of Wales, 
as distinct from the populous so-called rural districts, 
are unfortunately placed in respect of maternal 
mortality and pulmonary tuberculosis, and that 
many, even of the counties in North and Mid-Wales, 
are themselves too sparsely populated and too poor 
to form effective public health units. But it may be 
taken for granted that any scheme which aims at 
diminishing the heavy maternal mortality in the 
rural districts must be largely a local scheme, and will 
gain little or nothing from central administration. 
The one sound argument for enlargement of the areas 
of health administration is financial. Few of the 





rural areas either in England, Wales, or Scotland 
would be able to face the expenditure on medical 
services which transfer of the functions of the 
Poor-law authorities will ultimately involve. No 
doubt it is partly for this reason that the Minister of 
Health is suggesting the councils of counties and 
county boroughs as the new authorities. Some of the 
Welsh counties may be too small to be efficient units, 
but public health and allied legislation already 
enables combination of authorities for specific 
purposes. Development of the policy of joint action 
would permit of reasonable enlargement of areas 
to meet financial difficulties without losing that 
homogeneity of interest which is so apt to be 
lost in national schemes. We commend the Consulta- 
tive Council’s proposal to the critical attention of all 
who are interested in the wider aspects of public 
health. 








Annotations. 


“‘Ne quid nimis,”’ 


INFECTIVE ENDOCARDITIS. 


THE subject of infective endocarditis which Sir 
Thomas Horder has chosen for the Lumleian lectures 
is of special interest to the practitioner, for it is one 
of a group of subacute infections which have become 
a conspicuous feature of the medicine of the last 
15 years. <A great deal has recently been written, 
both from the clinical and the laboratory point 
of view, on infective endocarditis. The general 
trend of opinion nowadays is to recognise two 
main varieties of infective cardiac disease, the peri- 
carditis of rheumatic origin and the endocarditis 
of bacterial origin. Dr. Carey Coombs expressed 
this view very clearly in the Long Fox Memorial 
Lecture delivered at Bristol on Dec. 9th, 1925, when 
he said ‘‘ the heart of rheumatic infection is attacked 
in all its parts at once, obviously through the coronary 
vessels and their ramifications, while in ulcerative 
endocarditis the lesion is primarily and mainly one 
of the inner lining of the heart, the myocardium 
being injured only occasionally, either by direct 
extension therefrom or by embolism, while the peri- 
cardium never suffers.”’ These different pathological 
lesions in the two types of infection have been com- 
mented on also by Prof. W. S. Thayer in his volu- 
minous report entitled ‘‘ Studies in Bacterial (Infective) 
Endocarditis,” published as one of the Johns Hopkins 
Hospital Reports (vol. xxii., fase. 1). He studied 
clinically and anatomically 198 cases of bacterial 
endocarditis occurring in the Johns Hopkins Hospital 
for the past 34 years. For the sake of comparison 
he analysed also 24 cases of uncomplicated, fatal, 
acute and subacute rheumatic heart disease. One of 
the chief interests of this research is in the comparison 
of the clinical course and pathological lesions in the 
different varieties of bacterial endocarditis. These 
facts are set out in great detail in this report. The 
etiological element in this series of cases of bacterial 
endocarditis turned out to be in 55-5 per cent. of 
cases the streptococcus, pneumococcus in 13-6 per 
cent., Staphylococcus aureus in 12-1 per cent., gono- 
coccus in 11-6 per cent., B. influenze in 4 per cent., 
while Staphylococcus albus, B. pyocyaneus, and 
B. anthracis were represented only very rarely. The 
commonest type of lesion caused by these bacteria 
was a verrucous, vegetative, or ulcerative, valvular or 
mural endocarditis, associated sometimes with acute, 
often suppurative, pericarditis and focal, sometimes 
suppurative, myocarditis. 

On the clinical side Prof. Thayer distinguishes 
two main forms of bacterial infective endocarditis. 
In the first the lesions appear commonly as complica- 
tions or sequels of some focal inflammatory process 
with an accompanying septicemia, which is usually 
rapidly fatal. Under such circumstances the existence 
of cardiac disease is generally masked by the sym- 
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ptoms of the acute infection of which it is a complica- 
tion. In the less acute cases which run a course of 
several weeks the changes are usually vegetative or 
ulcerative. In most acute septicemias the cardiac 
disease is clinically a mere incident in the course of 
the primary infection. The second main form of 
bacterial disease of the heart is that associated with 
infections with attenuated streptococci, notably 
Streptococcus viridans and with B. influenza, the 
distinguishing feature of this disease being that the 
endocardial focus is truly the main seat of the disease. 
The course of the malady is slow, subacute or chronic, 
lasting over weeks and months. The onset is insidious ; 
the portal of entry obscure; the areas involved are 
generally the seat of previous chronic rheumatic 
disease. The manifestations are rather those of 
subacute or chronic septicemia to which later the 
characteristic embolic phenomena are added. Here 
the subacute endocarditis is in itself the essential 
pathological entity. In contrast to these two varieties 
of bacterial heart disease we have the rheumatic 
type of heart disease on which Prof. Thayer cautiously 
remarks that ‘‘the positive proof that a definite 
specific strain of streptococcus may be regarded as 
the causal agent of rheumatic fever can hardly be 
said to have been afforded.’”’ Rheumatic fever and 
chorea stand together as manifestations of that 
infection which is associated with the peculiar acute 
cardiac changes which we class as ‘“ rheumatic.” 
Here the lesions affect the entire heart and consist of 
the perivascular Aschoff bodies, the frequent sero- 
fibrinous pericarditis, the slowly developing and 
cicatrising valvulitis and verrucous’ endocarditis, 
notably of the mitral orifice. These processes termi- 
nate in the familiar picture of chronic valvular disease 
of the heart with disseminated perivascular fibrosis 
of the heart muscle and often with adherent peri- 
cardium. 

Prof. Thayer is unable to throw much new light on 
the question of treatment of infective cardiac disease. 
He finds little encouragement can be gathered from our 


therapeutical experiences. Apart from rest and proper 


nursing he has little to recommend. It is dis- 
appointing that specific treatment has been so 
unsatisfactory even in those cases where the causative 
microbe was accurately identified and facilities were 
available for specific vaccine and serum treatment. 
Prof. Thayer observes that in subacute infective 
endocarditis the patient rarely escapes meddlesome 
treatment. ‘The anxious family, showered with 
well-meaning advice from many quarters, is for ever 
urging the doctor to try some new and often absurd 
method of treatment, and the unfortunate patient, 
whose main chance lies in peace of mind and body, 
is surrounded by an atmosphere of perpetual turmoil, 
and, if he be well-to-do, is often subjected to a 
succession of consultations which alarm and tire him 
and lessen the few chances of recovery that are his.” 


SPECIAL HOSPITALS AND CHRONIC DISEASE. 


WE have received from Dr. Berthold Beer, of 
Vienna, an interesting letter enclosing two articles 
written by him to Viennese papers, his letter being 
prompted by reading the reports of the recent refer- 
ences in the House of Commons to the problems of 
unqualified practice. Dr. Beer has been well known 
for a long period to many in this country as keenly 
interested in these problems, and he gives it as his 
opinion, founded on experience in Vienna, that 
attempts at diminishing unqualified practice by 
legislative measures are doomed to failure. Here 
the experience in Austria is exactly what those in 
this country who have studied the subject most 
closely would have expected. He believes that one 
of the most effective measures against the prevalence 
of unqualified practice would be to secure improve- 
ment in dealing with prolonged and chronic cases 
by means of special hospitals for such cases, and this 
is a good point, for it is from chronic cases that the 
amplest harvest of the irregular practitioner is reaped. 
If there are greater opportunities for medical practi- 





tioners and medical students to learn how to help 
cases of chronic crippling disease, there will be less 
reason for the public to resort to those the value 
of whose services has never been tested. This idea 
was propounded many years ago by Prof. v. 
Ziemssen, of Munich, and undoubtedly considerable 
advances follow in the treatment at central clinics 
for the purpose of chronic diseases like seleroderma, 
contractures, keloid, and adherent scars following 
burns. Dr. Beer believes that relief would be obtained 
after more intensive study for various conditions of 
deformity of the joints as well as for the disabilities 
termed ‘‘ rheumatoid arthritis’’; and he points in 
support of this view to the amount of benefit: which 
can be given to cases of old paralysis and muscular 
atrophies after lesions of the nervous system by 
appropriate mechanotherapy. In an article published 
in the Jllustriertes Wiener Extrablatt of Feb. 11th, 
1926, he develops this idea in an interesting and 
instructive manner, and in emphasising the special 
importance of the subject in all the countries which 
took part in the recent great war, he finds Germany 
in particular to have recognised the matter as one of 
national need, though he refers to successful efforts 
under a method of treatment introduced in Vienna 
during the progress of war and generally known 
as the Vienna Manual Method. In a sequel to this 
article, he points out how, in the Vienna Manual 
Method, women can be trained under medical super- 
vision to give special mechanical modes of treatment 
with great benefit to such patients. 

In all large communities, whatever the nationality, 
there must exist this sound reason for the development 
of special hospitals for the treatment of chronic disease 
—namely, that in the general hospitals chronic cases 
cannot be sheltered owing to the pressure on the beds. 
We all know too well that these cases are often dis- 
charged with the stigma of incurability when, under 
more prolonged and more specially devised treatment, 
they might have been restored to some degree of work- 
ing capacity. Dr. Beer’s epigram, ‘‘ the chronically 
ill require chronic treatment,’’ says the last word if 
any want convincing. 


LOUVAIN LIBRARY. 
IN a recent Bulletin of the John Rylands Library 
Dr. Henry Guppy, D.Ph., librarian of the John 
Rylands Library, describes the reconstruction of 
the library of the University of Louvain, detailing 
the contributions of this country to the work. The 
destruction of the famous library of the University 
of Louvain was one of the earliest shocks to the 
culture of the world following on the outbreak of 
war; it brought to the public conscience a knowledge 
of how the civilisation of the future might be 
jeopardised by+the wrecking of the past. The arousal 
of this feeling led to a scheme for the reconstruction 
of the library, inaugurated by the governors of the 
John Rylands Library in the first year of the war. 
Publicity to that scheme was given immediately in 
these columns, and those of our readers who contri- 
buted to the happy result will be glad to learn that 
the University of Louvain, through the British 
Committee, has obtained 55,782 volumes, forming a 
live collection of books to replace, as far as possible, 
the grand library so miserably destroyed. The twelfth 
consignment of books, probably the last that will 
be sent, was despatched in July of last year, and 
consisted of 68 cases containing 6671 volumes, includ- 
ing the splendid collection of oriental and general 
literature bequeathed to his alma mater by the late 
Bishop of Salford, Dr. Louis Charles Casartelli. 
In the report Dr. Guppy points out that, although 
definite action had sometimes to be postponed, 
British Universities, learned societies, and libraries 
had signified their desire to refurnish the Louvain 
Library at the time that the appeal was made by the 
John Rylands Library, while America’s’ part in 
providing a million dollars for reconstruction, and a 
further donation of 125,000 dollars with which to 
create a trust for upkeep, is recorded with gratitude. 
The first stone of the new building was laid on July 28th, 
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1921, in the highest part of the town overlooking the 
Palace du Peuple, the exact spot where a little Belgian 
force defied the German army. No attempt will be 
made to reproduce the destroyed building, but every 
detail of the new design is Flemish, and brick and stone 
of local origin will be used in its construction. In the 
completed building there will be accommodation 
for two million volumes, but the English gift will be 
kept apart both on the shelves and in the catalogue. 
Thus, the attempt will be clear ‘‘ to acknowledge our 
indebtedness to the incomparably brave nation and 
their valiant Sovereign, who sacrificed all but honour 
to preserve their independence and thereby safeguard 
the liberties of Europe.’’ Although the destruction of 
the Louvain Library has resulted in an irreparable loss 
to literary history and associations, there is a brighter 
side to the situation, and this finds expression in Dr. 
Guppy’s report. A university library is, in a sense, a 
symbol of education, and education has in modern 
times been completely revolutionised. Many of the 
books which have now found their way to Louvain, 
replacing works of interest through antiquity and 
historical association, might otherwise never have 
reached the Belgian University. The reorganisation of 
the Louvain Library, especially in the domain of 
investigation and research, is an admirable event for 
education. 


TUBERCULOSIS IN MENTAL HOSPITALS. 


IN a paper read recently before the Tuberculosis 
Society Dr. E. A. Evans, inspector of the Board of 
Control, drew attention to the high incidence of 
tuberculosis in mental hospitals. Ase from Poor-law 
institutions, naval and military hospitals, and the 
criminal lunatic asylum, with none of which, said 
Dr. Evans, was he concerned that evening, the daily 
average number of patients resident each year between 
1910 and 1925 ranged between 87,000 and 106,000. 
The tuberculosis death-rate per 1000 living had varied 
among these patients from 13-8 in 1910 up to 45°6 in 
1918, and down to 7°3 in 1925, the corresponding 
death-rate for England and Wales in 1920, for ages 
over 15 years, being 1-3. Since mental hospitals differ 
widely in size and in type of management the death- 
rate from tuberculosis is found, as might be expected, 
to vary with the type of institution—e.g., a much 
smaller death-rate from this disease is found in the 
establishments for private patients, and a similar 
disproportion is believed to exist in the private annexes 
to rate-aided institutions. In comparing the tuber- 
culosis death-rate in mental hospitals with that for 
the general population several sources of fallacy must 
be borne in mind. For instance, as regards age 
distribution, in the general population about 27-4 
per cent. are under 15, while in the mental hospitals the 
percentage for this age-group is about 0-6; indeed, 
nearly 50 per cent. of the population in mental 
hospitals are over 45. Again, one might reasonably 
expect that with this high proportion of aged persons 
in mental hospitals the number of deaths from 
respiratory diseases other than tuberculosis would in 
these institutions exceed that for England and Wales, 
but as a matter of fact the percentage is 7:7 for the 
mental hospitals and 20-2 for England and Wales. 
This discrepancy is accounted for by Dr. Evans by 
the greatly preponderating percentage of post-mortem 
examinations carried out in mental hospitals. It is 
significant that in county and borough mental hospitals 
in which the percentage of post-mortem examinations 
carried out is 65-5 the tuberculosis death-rate is 
11-2 per 1000, while in registered mental hospitals with 
a post-mortem examination percentage of 12-6 the 
tuberculosis death-rate is only 4:4 per 1000. The 
very definite correlation between infrequent post- 
mortem examinations and low tuberculosis death-rate 
would suggest, as Dr. Evans pointed out, that extended 
autopsies might reveal more deaths from tubercu- 
losis among the aged at the expense of the diagnosis 
of chronic bronchitis. 

Dietary defect had, said Dr. Evans, been widely 
blamed for this high mortality in mental hospitals. 





For the purposes of a research carried out in 1922 
hospitals were grouped in three classes: (1) those with 
dietaries of less than 2300 calories ; (2) those between 
2300 and 2600 calories; and (3) those over 2600. 
With each rise in caloric value a correspondingly lower 
incidence of tuberculosis was found and, in the case 
of males (but not of females), a similar drop in the 
death-rate. Adequate precautions are taken to ensure 
that no infected meat is used in mental hospitals, 
but Dr. Evans regards the milk service as less secure, 
although an increasing number of hospital authorities 
insist on periodic guinea-pig inoculations with centri- 
fugalised milk from every animal of the supplying 
herd. Recent substantial improvements in the 
dietaries have been reflected in the falling incidence 
and death-rate of tuberculosis. Another factor 
investigated has been the effect of the size of the 
hospitals. As a general rule the larger the hospital 
the higher is the death-rate from tuberculosis owing, 
no doubt, to the congregation of large numbers of 
persons in common rooms and dormitories. For long 
the safety of the patients was considered to preclude 
the free opening of windows, a dislike for prison-like 
architecture also preventing the use of iron bars which 
would have allowed their wider opening. Greater 
risks are now taken, and in many hospitals a wire 
frame is fixed outside the window, while window blocks 
are being removed from the upper sashes of ground 
floor rooms. 

The prevalence of tuberculosis varies among the 
clinical types of mental disease. Dr. Evans finds a 
distinct preponderance among the congenital cases, 
especially those with epilepsy, and among the dementia 
precox or primary dementia patients. In the former 
group the tuberculous disease runs a chronic course, 
the patients dying only after long residence. Tuber- 
culous patients suffering from melancholia or dementia 
preecox, on the other hand, usually die within four 
years. Dr. Evans believes that there is a definite 
impairment of metabolism due to, or associated with, 
the impaired mental condition. It is usually necessary 
to depend upon the pe: sonal observation of the medical 
and nursing staff for the first signs of illness among the 
insane, otherwise patients may be found well advanced 
in serious illness before any complaint is made. At 
present there is an average of about a dozen patients 
with active pulmonary tuberculosis in each of the 
county and borough mental hospitals. In about 
three-fourths of the hospitals special provision, in the 
shape of verandahs, open-air shelters, isolation blocks, 
or special wards, is available for the segregation of 
these patients. 


THE HAND OF MR. F. T. PAUL. 


At the conclusion of the clinical meeting of the 


Liverpool Medical Institution on March llth, Mr. 
J. C. M. Given presiding, the members assembled 
in the lecture theatre to witness an interesting little 
ceremony—namely, the presentation to the Institu- 
tion of a bronze cast of the right hand of Mr. F. T. 
Paul, executed from a cast by Mr. H. Tyson Smith. 
Mr. Frank Jeans, the donor of the bronze, said that 
Mr. Paul’s name was known to every surgeon as 
a pioneer and an inventor, ‘‘ Paul’s tube ”’ being as 
epoch-making an instrument as that of another 
Liverpool surgeon, ‘‘ Thomas’s splint.’’ Therefore 
he thought that, as a remembrance of Paul, a past 
president of the Liverpool Medical Institution 
and a most gifted operator, a cast of his hand would 
be acceptable to the Institution. ‘‘ Paul’s operating 
in the heyday of his manual efficiency,’ he said, 
“always made me think that he did with his hands 
what Pavlova did with her feet, only Paul’s work 
was much more useful. I have an additional reason 
for wishing to pay a tribute to Paul, because it is 
to him that I owe the continued existence upon this 
earth of my wife—but that is a personal matter.’ 
Mr. Paul, in acknowledging the courtesy of the 
Institution in accepting the gift and the kindness of 
Mr. Jeans in thinking of it, admitted that at first he 
had regarded the matter somewhat as a joke, and, 
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while confessing that he had always been fond of 
using his hands from his earliest years, he reminded 
the audience that ‘‘a gentle touch comes from the 
heart rather than from the hands, a touch inspired 
by a true sympathy with the patient’s tissue—in 
this way only could a man attain the hand of a 
surgeon.” The President then expressed his pleasure 
in accepting the bronze cast in the name of the 
Liverpool Medical Institution, and thanked Mr. 
Jeans most sincerely for his very acceptable gift. 
All our readers will acknowledge the fitness of the 
retention in the Liverpool Medical Institution of a 
permanent memorial of the work of Mr. Paul. Not only 
is he a great as well as a skilful surgeon, but he was 
one of the founders of the Liverpool Medical School, 
and from its earliest days his work has contributed 
to the building up of the great tradition of that 
school. 


THE NEEDS OF UNIVERSITY COLLEGE 
HOSPITAL. 


DEVELOPMENT has its embarrassing side for those 
who have to find money for the upkeep of their great 
possessions. University College Hospital offers a case 
in point, and clearly its income must increase to meet 
expenditure if the hospital is to make the most of its 
new good fortune. The Rockefeller Foundation’s 
grant of £1,205,000 for the erection of more buildings 
and the equipment of research does not affect the 
ordinary income except in so far as it will make for 
economical working, and, unfortunately, the annual 
deficit remained at about £11,000 last year. Doubtless 
many subscriptions have been diverted into the fund 
for endowing 60 beds in the new maternity block which 
the Prince of Wales is to open on May 28th ; £180,000 
has been collected for this purpose. The expenses of 
this collection, it is satisfactory to note, were very 
small indeed, and the interest earned on the earlier 
contributions more than covered the whole cost. 
‘“‘We did not advertise for money,’ says Sir Ernest 
Hatch, the chairman, ‘‘ we went and fetched it.” 
Besides these maternity wards, now so well pro- 
vided for, there is a new nurses’ home and medical 
officers’ quarters in Huntley-street, which is already 
complete, and the Royal Ear Hospital, which is to be 
ready for use very soon, thanks largely to a gift of 
£65,000 from Mr. Geoffrey Duveen, a member of the 
committee. The hospital’s existing accommodation 
had become more and more inadequate, but all these 
extensions will furnish 202 additional beds. Most 
of them have been furnished indirectly out of the 
American grant, but the Rockefeller Foundation 
rightly considers it no part of its work to care for the 
sick poor, except by research and medical education. 
London, therefore, must see to it that the fullest use 
can be made of what has been provided, and there will 
be a ready response to the quiet and inexpensive 
appeal which is being launched. Another £15,000 
a year is needed to bring the ordinary income up to 
a more satisfactory level, and the fact that a great 
future is obviously in store for the hospital should 
ensure that this sum is found. 


CHEWING-GUM AFTER TONSILLECTOMY. 


In a recent number of the Therapeutic Gazette 
(Feb. 15th, 1926), Dr. William H. Spencer, of Phil- 
ade'phia, draws a somewhat lurid picture of the septic 
condition of the throat after tonsillectomy, and of 
the systemic absorption of toxins from the ** putre- 
fying mass ”’ which covers the wounds. He is scornful 
on the subject of gargles, though he does not mention 
the probability that they do not reach the tonsillar 
fosse at all, and it would seem that he has no 
experience of spraying or syringing the throat in this 
condition. But he is an enthusiastic advocate of the 
use of chewing-gum after operation, and states that 
“the throats of tonsillectomised individuals using 
chewing-gum as an after-treatment do not become 
infected. Secondary hemorrhage is less frequent.’’ 
(It is very rare in any case.) ‘“* Healing is more rapid, 





A full diet being taken, resistance of the individual is 
maintained, little or no weight is lost, and no post- 
tonsillectomy recuperation period is needed.”’ ‘*‘ Chew- 
ing stimulates the secretion of saliva, which, being 
swallowed, laves constantly the wounded surfaces 
and lubricates the pharyngeal mucosa, The attrition of 
swallowing keeps down the membrane formation to a 
minimum, so that the usual white patches covering the 
tonsillar fossa, which have often been mistaken for 
diphtheric membranes, are in some cases entirely 
absent.’’ Patients might not take so kindly to this 
method here as in a country where they are already used 
to it ; in the United States, according to Dr. Spencer, 
‘so universal is the habit that it can be chewed in 
public without attracting the slightest attention.” 
Nevertheless, surgeons here who are not satisfied with 
their patients’ convalescence under the usual methods, 
may like to try this form of after-treatment, which is, 
at any rate, simple and harmless. 


LONDON UNIVERSITY. 


THE long expected report! of the Departmental 
Committee of the University of London appears by 
a@ curious coincidence a few days before the surrender 
of the promised Bloomsbury site. For it seems 
certain that next week the conditional offer of this 
site to the University for its central buildings will 
lapse definitely and its value be claimed by the 
Chancellor of the Exchequer. The event might 
have passed unnoticed had it not been for a demon- 
stration of students who last week beat the bounds 
of what was to have been their home on the same day 
as a petition signed by over 4400 students and teachers 
was handed to the Prime Minister, asking the Govern- 
ment that all should not be surrendered and that 
part of the site should be reserved for residential 
quarters and a students’ Union. Even if no promise 
has actually been broken, the students may be right 
in claiming that the engagement ring should not be 
returned ; and they may take comfort fom the words 
of the Departmental Committee, which states that, 
wherever the central offices of the University are to 
be located, the creation of a strong University Union 
is eminently desirable and is a proper charge on the 
funds of the University. The report of the Depart- 
mental Committee differs from the Final Report of 
the Royal Commission of 1910, issued in 1913, and 
of the Haldane Commission of 1909, in being a readable 
document of 52 pages with 5 pages summarising its 
recommendations. The report makes no attempt to 
present a record of the development of the University, 
nor to discuss in detail its aims or constitution. 
The Committee frankly regards it as impracticable 
to give effect to some of the major recommendations 
of the Haldane Commission. 
to devise an immediately practicable scheme for 
better government and organisation, evolutionary 
rather than revolutionary, and yet embodying the 
essentials of a university in a great centre of popula- 
tion. The fear raised by the Haldane Report of an 
attack on the system of degree examinations for 
external students is found to be groundless. In the 
evidence laid before the Committee no responsible 
body claimed the abolition of these degrees and 
none of the Committee's recommendations is designed 
to restrict the present facilities available for ex 
ternal students. The Committee refuses to emphasise 
the distinction between external and internal sides 
of the work of the University, provided that the 
authority of the teachers and of the teaching institu 
tions on the academic side is safeguarded. 
goes on it assumes that internal graduate members 
will gradually outnumber the external graduate 
members, that the organisation of the external 
side will become increasingly dependent upon th: 
support of internal graduates. The Committee 
recommends no further extension of incorporation 
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which is now not regarded as an effective instrument 
for securing financial and educational control. It 
has been influenced largely by the difficulties which 
have had to be surmounted in the case of the medical 
schools and of the Impetial College at South 
Kensington. No plan of separating the schools from 
their parent hospitals or of selecting from among the 
12 general medical schools three which should qualify 
for incorporation has been evolved satisfactorily. 
Nevertheless, in the meantime the closer inter-relation 
of these schools, along with the aid of the University 
Grants Committee, has enabled six of them to organise 
units and to qualify for University chairs in clinical 
subjects. Some of the advantages to be hoped for 
from incorporation have thus been achieved without 
it. But the system of direct Government grants from 
the Treasury to unincorporated schools is condemned 
by the Committee, which regards such a course as 
indefensible and inconsistent with any form of 
University government ; and one of its main proposals 
is to set up a University Council to determine the 
allocation of funds for the execution of University 
policy. The proposed constitution of this Council and 
of a reorganised Senate and of the five standing 
committees of the Senate are set out clearly in the 
summary of recommendations. No one who reads 
the report can fail to appreciate the spirit in which 
the Committee, under the chairmanship of Mr. E. 
Hilton Young, which included in its number Dr. 


H. L. Eason, has done its work, and all those who feel 
strongly the dangers of interfering with the delicate 
works of a going concern may breathe more freely. 


CONGENITAL DEFECT OF ARMS. 


THE wonderful results which may be achieved with 
very small means are in no cases more striking than 
in those of congenital defect of the limbs. In the case 
of the lower extremity, persons suffering from defect 
of the legs have ridden on horseback across country, 
and of this A. M. Kavanagh, the well-known sports- 
man and politician, who had neither hands nor feet, 
was a striking example. Numerous of con- 
genital defect, or very early loss of the upper limbs, 
are on record in which the sufferers have made their 
feet do duty for hands with an astonishing degree 
of success. The celebrated Miss Biffen earned a niche 
in the temple of fame of the Dictionary of National 
Biography, and there have been painters on the 
continent who defied the disadvantages of their 
birth and achieved a large measure of technical 
success. Only two years ago a young man named 
Elroy, whose arms had both been amputated at the 
shoulder-joints in infancy, exhibited the wonderful 
adaptation of his feet, with which he achieved various 
difficult tasks, as well as performing nearly all the 
offices of daily life for which the hands are normally 
used. He used no artificial help, yet he possessed 
no muscle and carried out no coérdinated movements 
of which the normal infant does not possess the 
potentiality. In cases of congenital defect of the arm 
it is generally found that, however small the rudiments 
of the upper extremity may be, its owner can do 
more with the bare stump or stumps than he could 
do with the most ingenious and well-fitting prosthesis. 
Hitherto surgery has been able to do little for such 
cases which it has seemed best to leave to their own 
wits and persevering energy and to the education of 
experience. 

Recently, however, Dr. Harry E. Mock, of Chicago, 
has reported in the Journal of the American Medical 
Association (Feb. 20th, 1926) a case of congenital 
defect of both arms and talipes equino-varus and 
defect of toes in both feet, upon which he operated 
in 1920. Before operation the patient, who was mani- 
festly very intelligent and had the will to persevere, 
had been able to do a number of things for himself, 
by using his feet, despite the absence of all digits, 
except a short great toe on the one foot and a long 
one on the other. It may here be noted that the 
deformity of varus of a moderate degree is rather an 
advantage than a drawback when the foot is to be 


cases 





used in lieu of a hand. Moreover, this boy was able 
to do a surprising number of things by opposition of 
his right shoulder and cheek. Between them he could 
grasp and use a pencil and even a small saw, and 
with them he learnt to seize and turn a door handle. 
The boy at the age of 12 could draw, write, carve 
wood, and weave rugs, besides washing himself and 
cleaning his teeth with the help of his feet. Yet he 
was not content to remain so unlike other boys and 
earnestly desired to be able to wear artificial arms 
and hands, if it were only for the sake of appearances. 
Finding from the inspection of radiographs that there 
was a rudimentary stump of each humerus concealed 
beneath the skin of the chest, although there were no 
axilla, Dr. Mock decided to make use of these. By 
excellently planned and skilfully carried out operations 
he succeeded in freeing the rudimentary humeri and 
clothing them in muscle and skin, despite the fact 
that there was grave muscular defect. The boy 
gradually learned to move the stumps, and the result 
five years later is interesting as showing the connexion 
between function and development. The upper ends 
of the humeri and the glenoid fosse, which before 
operation were only rudimentary, have now developed 
greatly after five years of exercise, and the boy is 
able to wear artificial arms and hands which he finds 
of considerable use. 

The lessons to be learnt from this case are: first, 
that no matter how unpromising the condition, there 
is always a chance of benefit following well-thought- 
out and skilful surgical interference ; secondly, that 
there is no knowing what development of the growing 
organism may follow on restored or new functions ; 
and thirdly—and this is the most important of all 
that as*in war so in prosthetics the moral is to the 
physical as at least three to one. Dr. Mock does not 
specify the kind of artificial arm which was provided 
for his patient, and information on this part of 
the subject would be of considerable interest. The 
experience of those who had to do with the provision 
of arm prostheses during and after the war was most 
disappointing. It was found that in their daily life 
pensioners used even the most ingenious arms very 
little, if at all, and that only in the-.case of double 
amputation were they really useful except for rough 
work. Some of the most striking successes in the use 
of artificial arms have been achieved with very simple 
appliances. It is to be remembered, however, that 
the possibilities of usefulness of stumps are far less 
for the adult who finds himself suddenly mutilated 
than for the congenital case, whose growing organism 
develops in adaptation to its environment. In all 
cases, however, intelligence, the will to succeed, and 
what is colloquially known as grit, are the most 
valuable compensations to the congenital arm-cripple. 


THe Rt. Hon. T. R. Ferens, of Hull, who recently 
gave £250,000 to the University of Hull, has now given 
£20,000 to found an institute for diseases of the ear, 
nose, and throat in connexion with the Middlesex 
Hospital. pal § WW 

THE Home Secretary gives notice that it is proposed 
to apply for an Order of the King in Council in pur- 
suance of Section 8 (2) of the Dangerous Drugs Act. 
1920, declaring that Part III. of that Act shall apply 
to veronal and the other drugs of the barbitone group 
in the same manner as it applies to the drugs 
mentioned in Subsection (1) of Section 8 (morphine. 
cocaine, &c.), and in pursuance of Section 7 of the 
Act to make regulations limiting the supply of the 
drugs to authorised persons or institutions or to 
persons for whom the drugs have been prescribed by 
a duly qualified medical practitioner. 


Tur Oxford University Press will shortly publish 
an illustrated monograph by Dr. Jamieson B. Hurry. 
entitled ‘“‘ Imhotep. the Vizier and Physician to King Zoser 
and afterwards the Egyptian God of Medicine.’’ Imhotep 
or I-em-Hete was one of the earliest of known physicians 
and was recently the subject of an annotation in our columns 
THE LANCET, 1925, ii., 821). 
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Modern Technique in Treatment. 


A Series of Special Articles, contributed by invitation, 
on the Treatment of Medical and Surgical Conditions. 


CLXVI. 
TREATMENT OF FRACTURES OF THE FEMUR. 

UNDER the best treatment a patient suffering from 
simple fracture of the femur will be incapacitated 
from work for at least three months. In cases in 
which we fail to secure reasonable length and correct 
alignment some permanent disability is certain. It is 
therefore important that every practitioner, who may 
have to assume the responsibility of treatment of 
fractures of the femur, should be familiar with the 
use of splintage which is both simple and effective. 
Before the war the results of the operative and 
non-operative treatment of fractures was a subject 
of investigation by a special committee of the British 
Medical Association. In nearly every age-group 
operative cases showed a higher percentage of good 
results than non-operative cases.. The suggestion to 
an unbiased observer was that operative technique 
would in time almost entirely supplant treatment by 
splintage. It is now generally agreed that as a result 
of the war the outlook is changed. Here fractures of 
the femur presented a problem which could not be 
solved by operation. The splints of the text-books 
got a fair trial and were found wanting. The minds 
of the greatest surgeons of all countries were endeavour- 
ing to devise means for fixation of the compound 
fracture of the femur, but only after two years did it 
become generally recognised that life, limb, and 
function could be best conserved by the use of a splint 
first offered to the profession by Hugh Owen Thomas, 
of Liverpool, almost half a century ago. During the 
latter years of the war it replaced allothers. Its ready 
application allowed of its use in the front line. The 
fixation it offered diminished shock and prevented 
further injury to the tissues during transport, while 
the principle on which its efficiency depended was 
surpassed by no other in the special hospitals 
established for the treatment of these fractures at 
home and abroad. That it was effective is proved 
by the fact that a survey of 500 cases of compound 
fractures of the femur under treatment at orthopedic 
centres in this country showed an average shortening 
of less than half an inch. We may therefore assume 
that instruction in the use of the Thomas splint in 
fractures of the femur is safely established in all 
medical schools. 

Splintage. 

Ideal splintage requires: 1. Replacement of the 
main fragments to their normal anatomical position. 
2. Immobilisation of the limb so that there is no 
disturbance of the fragmentsin moving. 3. Avoidance 
of compression of the limb, and in the case of compound 
fractures easy access to all dressings. Its efficiency 
will be judged by the relative comfort it affords the 
patient during treatment and the end-results as regards 
function. I believe that the Thomas knee splint will 
meet these requirements for all fractures of the shaft 
of the femur below the upper third. Fractures of the 
neck of the femur, the upper third of the femur, and 
those directly involving the knee-joint may require 
special consideration. The deformities and disabilities 
following fractures inefficiently treated are almost 
constant, so that a knowledge of these is essential to 
guide us in our treatment. 

Fractures of the Neck. 

It is not possible here to detail the symptoms and 
physical signs of partial separation of the epiphyses 
and bending of the neck of the femur in young 
adolescents. Where these are suspected X rays will 
reveal them, and their treatment follows the lines of 
treatment of fracture of the neck of the femur in the 
adult. 








The common result of fracture of the neck of the 
femur is upward displacement of the trochanter with 
eversion of the limb. The X rays will show that the 
angle of the neck of the femur and the shaft has been 
reduced to a right angle, and if the fracture is intra- 
capsular there will probably be non-union of the 
fragments. Pain either from non-union, adhesions, or 
arthritis of the hip often persists. The modern 
treatment of these fractures is based on a knowledge 
of the inevitable results of failure to reduce the 
fracture. Under an anesthetic full extension of the 
limb is obtained by traction. It is then internally 
rotated to lock the fragments, and finally fully 
abducted in order to ensure the normal angle of the 
neck and shaft of the femur. This position is main- 
tained by plaster-of-Paris for eight to ten weeks, when 
freedom of the limb in bed is allowed. We must still 
remember that weight-bearing will involve strain 
across and not through the fracture. Further treat- 
ment should therefore be exercise without weight- 
bearing for another six weeks, when a calliper splint 
may be carefully fitted so that no undue strain is 
placed on the neck of the femur. This should be worn 
for at least six months from the date of fracture. 


Fractures of the Upper Third. 

The common results of malunion are flexion and 
abduction of the upper fragment. Here the upper 
fragment is short, deeply situated, and has strong 
muscular attachments which determine its position. 
Its direct control by splintage is not possible. Treat- 
ment therefore aims at approximating the lower 
fragment to alignment with the upper. Strong 
traction of the limb in the position of abduction, with 
fixation of the body from which these muscles arise. 
will allay their spasm and allow approximation and 
union of the fracture without deformity. This result 
may be obtained by: 1. The Jones abduction frame. 
By this means fixed extension in the abducted position 
is secured while fixation of the spine and hip results 
in relaxation of the psoas and iliacus muscles. 2. Fixed 
extension of the lower fragment in flexion and 
abduction by means of the simple Thomas knee 
splint. This was the method adopted by Pearson 
during the war, and in his hands gave excellent 
results. When the special bed employed by Pearson 
is not available the position of the pelvis should be 
stabilised by incorporating it and the sound limb in 
plaster-of-Paris. 

Fractures of the Shaft. 

The common deformities resulting from malunion 
of fractures of the lower two-thirds of the shaft of the 
femur are: (1) outward angulation at the site of 
fracture ; (2) sagging of the fragments; (3) internal 
rotation of the limb below the fracture. 

The Thomas knee splint has now been recognised 
as the standard splint for the treatment of these 
fractures. I will therefore describe its application in 
detail. The limb having been shaved extensions are 
applied extending from the ankle to the middle of 
the thigh. A Thomas splint bent at the level of the 
knee-joint to an angle of 160°, with a well-fitting ring, 
is threaded over the foot and limb until the ring 
impinges on the tuber ischium. While the limb is held 
by an assistant a double flannel bandage 4 in. wide 
is fixed to the lateral bars by a clip at the site of 
fracture. This band should be sufficiently tight to 
ensure the normal anterior bowing of the femur 
when the extensions are tied to the end of the splint. 
Other suspensory bands are applied from the buttock 
to a hand’s breadth above the heel. These should be 
sufficiently tight to support the limb, but not so tight 
as to render the band at the site of fracture loose. 

We now have fixed extension of the limb, and 
experience has proved that under this influence muscle 
spasm relaxes and the fragments are easily guided 
into correct alignment. If undue pressure of the 
ring is complained of this may be relieved by utilising 
body-weight as a traction force. The bottom of the 
bed is raised 18 in. and the end of the splint tied to 
a vertical upright fixed to the bed frame. By this 
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means the extension of body-weight is added to the 
fixed extension already obtained by means of the 
splint. Reduction of the fracture may be confirmed 
by X rays without disturbance of the splintage. 

As soon as there are clinical signs of union graduated 
exercises of the knee may be allowed. This may be 
done while extension is maintained by means of a 
duplicate of the lower portion of the Thomas knee 
splint, hinged to the main splint at the level of the 
knee-joint. The extension and supporting bands are 
transferred to this, and gradually increasing movement 
of the knee allowed. At the end of eight weeks, if 
union feels firm, the splints may be discarded, and 
physiotherapy employed to restore the musculature 
and movements of the limb. Weight-bearing without 
a protective calliper splint should not be allowed until 
the X rays show definite trabeculation of bone at the 
site of fracture. In fractures of the lower third of the 
femur the special tendency to tilting backward of the 
lower fragment must be guarded against by increasing 
the degree of flexion of the splint at the knee, while 
maintaining fixed extension of the limb. 


Fractures Involving the Knee-joint. 


These include T-shaped fracture of the lower end 
of the femur, separation of one condyle, &c. Where 
the nature of the fracture will not allow of the restora- 
tion of the normal alignment of the joint surfaces by 
external splintage operative reduction should be under- 
taken early. Instability of the joint and deformity 
on weight-bearing will result unless the normal level 
of the condyles is re-established. 


Separation of the Epiphyses of the Lower End of the 
Femur. 

In children forward displacement of the lower 
epiphyses of the femur may result from indirect 
violence, usually forced hyperextension of the knee- 
joint. Reduction is not difficult. Direct extension 
is applied to the limb, followed by flexion of the knee- 
joint. The epiphyses having been reduced the 
position of 60° flexion of the knee should be main- 
tained for three to four weeks. Gradual extension of 
the limb may then be allowed, no force being used. 


During the war many complicated accessories were 
added to the Thomas splint. They often added to 
the comfort of the patient, but the effectiveness 
of the splint depended on the essential principle 
of fixed extension of the limb, which ensured length, 
while any tendency to persistent deviation of one 
fragment from the line of the other was easily 
controlled by flannel bands passing as required to the 
lateral bars. 

The Thomas bed splint consists of an ovoid ring welded 
to two lateral bars extending to six or more inches 
beyond the sole of the foot, and uniting in a U-shaped 
depression to which the extensions are tied. 

The Calliper splint is used to enable the patient to 
bear weight on a limb before complete consolidation 
of the fracture is established. It may be provided by 
cutting the lateral bars of the bed splint and bending 
the ends inwards, so that. when these ends are inserted 
into a socket in the heel of the boot body-weight 
is still transferred to the tuber ischium, while 
walking is allowed. 

The Jones hip abduction frame consists of two bars of 
iron (3/4 by 3/16 gauge for 20-in. frames), one perfectly 
straight, and the other abducted at a level with the 
hip-joint to an angle of 25° to 60°. 

A full description of these splints, and several useful 
hints as to the details of their application, will be 
found in the text-book on ‘* Orthopedic Surgery,’ by 
ae Jones and Prof. R. W. Lovett published 
in 1923. 


NAUGHTON Dunn, M.B., Ch.B. Aberd., 
Honorary Surgeon, Royal Orthopeedic and Spinal 
Hospital, Birmingham ; Consulting Orthopedic 
Surgeon, Ministry of Pensions, 
Midlands Region. 


* London: Oxford Medical Publications. 


Special Articles. 


NATIONAL HEALTH INSURANCE: 
REPORT OF THE ROYAL COMMISSION, 


WE published in THE LANCET of March 6th (p. 516) 
the most important of the recommendations of the 
Royal Commission on National Health Insurance. 
We now furnish some interesting passages from the 
report. The Commissioners state : 


The Fundamental Character of the Scheme. 

We have received very little evidence directed against 
the scheme as a whole, nor have we any reason to think that 
there now exists any considerable body of opinion adverse 
to the principle of national health insurance. 


The Inequalities of Benefit. 

We received much evidence in criticism of the inequalities 
of benefit which result from the variations between the 
valuation surpluses of approved societies and of the confusion 
alleged to be consequent on the comparative freedom which 
societies enjoy in selecting and, indeed, in defining the content 
of additional benefits other than an increase in the rates of 
the cash benefits. . . . Other witnesses contended vigorously 
for the maintenance of the present system. . . . Some of 
those who advanced this claim relied on pledges given 
when the Bill of 1911 was before Parliament, to the effect 
that, to meet this difficulty, insured persons should be free 
to choose their own societies and the societies should have 
full control of their own surpluses. In this particular 
sphere, indeed, it became evident that we had to recognise 
the existence of opposed and apparently irreconcilable 
opinions held in each case by schools of thought whose 
views were entitled to respect and consideration. 


General Satisfaction with the Scheme. 

We can say at once that we are satisfied that the scheme 
of National Health Insurance has fully justified itself and 
has, on the whole, been successful in operation. The workers 
of this country have obtained under it substantial 
advantages, in particular by securing the title to free 
medical attention and medicine whenever and as soon as 
these are required, and by the proportionate diminution, 
to the extent of the cash benefit granted, of their anxiety 
as to the loss of wages during illness. 


THE DEVELOPMENT OF THE HEALTH SERVICES. 

Medical benefit has been in operation for 13 years; of 
the other branches of medical service some preceded, others 
followed its introduction. In all these activities we have 
found, speaking broadly and with full consciousness of its 
limitations, such a contribution to the health and well- 
being of the community that we feel sure that a steady 
expansion in these services will mark our future social 


history. 
Scope of Medical Benefit. 


The effect of the provisions of the Act was that the insured 
person was entitled to receive from one doctor, and from one 
doctor only, the whole of ‘‘ medical benefit’’ whatever 
that phrase might mean. In these circumstances it appeared 
to the legal advisers and to the department that the scope 
of medical benefit must be construed as limited to services 
within the competence of the average general practitioner. 
Further, though the medical lists included a certain number 
of men with special experience, whose competence in 
certain directions was therefore above the average, it was 
felt that if all doctors were to receive the same rate of 
remuneration, as practical considerations were found to 
require, a uniform obligation and a uniform content of 
service were implied; and that it would not be equitable 
to require one man, because he happened to possess some 
special skill, to render a wider range of service than was 
required from the majority of his fellow practitioners 
engaged under the insurance contract. 

Though this limitation of the service has been from time 
to time commented upon and though on all sides a fuller 
conception of medical benefit has been urged upon us by 
witnesses, no attempt to challenge it in the courts has ever 
been made during the 13 years of its operation. We may 
fairly assume, therefore, that it is valid on legal grounds 
and we recognise the general and administrative reasons 
for the restriction in the regulations. 


The Value of Medical Benefit. 


As to the quality of the insurance medical service we 
will restrict ourselves to a citation of some representative 





extracts from the evidence, prefacing these quotations 





THe LANCET, |] 


NATIONAL HEALTH INSURANCE REPORT. 


[Marcu 27, 1926 677 








with the remark that the general acceptance of the system 
during the last 13 years, the absence of any substantial 
volume of criticism of it apart from the question of scope 
already referred to, and the wide demand for its extension, 
are in themselves evidence of a favourable kind. 


Private and Insurance Service. 

The assertion that doctors are comparatively inattentive 
to their insurance patients—a statement more common 
in unrestrained conversation and in letters to the press 
than in formal evidence—is peculiarly difficult to test, inas- 
much as, in the nature of things, it almost necessarily 
rests on vague impressions or sporadic and unrepresentative 
incidents. It is, perhaps, proper to observe that in a service 
comprising 15,000 doctors it is impossible to postulate 
that all will, at all times and in all circumstances, maintain 
a superlative standard of efficiency and care. It must 
needs that offences come. The medical profession, like every 
other craft and calling, can claim no immunity from the 
intrusion of undesirable and unworthy elements. Nor does 
this imply any disrespect towards an honourable profession ; 
it is merely an acknowledgment of their common humanity. 
Isolated cases of negligence and carelessness, therefore, 
prove nothing ; such occur in private practice also. 

We can say confidently that adverse forecasts have 
been falsified and that medical benefit has proved in practice 
a successful and most valued factor in the advancement 
of the health of the nation. 


Ophthalmic Benefit. 

It is not within our province to consider the arguments 
for or against the prohibition of the testing of eye-sight 
by persons other than medical practitioners. But as to 
the provision to be made for insured persons as part of the 
Health Insurance Scheme, we consider that a satisfactory 
solution could be found in connexion with a proposal which 
we make elsewhere directed to the provision of a specialist 
medical service as part of medical benefit. Such a specialist 
service would include ophthalmic specialists whose services 
would be at the disposal of insured persons requiring them, 
and the function of the optician would thus, in the case of 
insured persons, be limited to the making-up of the spectacles 
prescribed by the eye-specialist. 


The Local Medical and Panel Committees. 

These bodies have proved a valuable element in the 
medical side of the insurance scheme. The _ principle 
of having in each area a representative body of medical 
men, to whom professional questions are referred and 
by whom many of the administrative problems affecting 
the insurance practitioners are considered, has evidently 
been acceptable to both lay and professional opinion. 
... Under such an extension of medical benefit as we 
recommend, and even more so in any larger develop- 
ments of the future, the two committees will necessarily 
tend to coalesce and become, if they are continued, the 
single expression of professional wisdom in the area. We do 
not doubt that they will be continued in any immediate 
developments, and equally we see in them the hint of a 
local professional committee working side by side with the 
single local health authority in all parts of the country. 


A General Public Service 
We are of opinion that the difficulties of a composite 
support to a completed medical service from insurance 
funds as well as from grants and rates would be so consider- 
able alike in their tinancial, administrative, and social 
aspects that some more practical solution must be sought. 
In particular we feel sure that the wider the scope of these 
services, the more difficult will it be to retain the insurance 
principle. The ultimate solution will lie, we think, in the 
direction of divorcing the medical service entirely from the 
insurance system and recognising it along with all the 
other public health activities as a service to be supported 
from the general public funds. Consideration would have 
to be given to the question of the classes of society for whom 
the service would be available and whether it should be 
so available on a free basis or with payments by insurance 
or otherwise. These, however, are problems which need 
not—perhaps cannot—be solved now, but may be fitly 
left over for those who, unlike us, will approach at close 
range to the great question of the public health service of 
the future. 


ultimately. 


THE FINANCIAL BURDEN OF THE EXISTING SOCIAL 
SERVICES. 

We feel that there may come a time, and that in fact 
there has come a time when the State may justifiably turn 
from searching its conscience to exploring its purse, and that 
in connexion with our present reference we are entitled to 
direct attention to this grave problem, and to frame our 
recommendations in the light—or the darkness—of the 
economic condition of the nation. We therefore make the 





definite recommendation that only such extensions or 
modifications as involve no expenditure or can be met 
within the present financial resources of the scheme, should 
be considered as immediately practicable. 


Continuation of the Approved Society System 
Recommended. 

We do not ourselves think that the best interests either 
of the State or of the insured population would be served 
by a vast amalgamation of all the resources of the scheme 
in a common fund administered from the centre, and for 
the reason given we are satisfied that such an amalgamation 
would create as much discontent as it would allay. From 
this point of view, therefore, we have come to the conclusion 
that a system of self-governing bodies is to be preferred 
and should be retained. 


The Problem of In-Patient Treatment in Hospitals. 

We think that the present arrangements, under which 
approved societies may give financial assistance to the 
hospitals under their schemes of additional benefits or by 
way of donations under Section 26 of the Act (with a certain 
modification in the latter which we recommend), may be 
continued, but that no general provision of hospital treat- 
ment can be at present contemplated within the insurance 
scheme. We fully appreciate the great work the hospitals 
are doing alike for the insured and the uninsured, and we 
do not underrate their financial difficulties. But both 
on grounds of finance and policy we accept the view of 
the Ministry of Health that an extension of this nature 
must be left over for future consideration. 


Reactions on Efficiency of General Practitioners. 

In a system under which specialist services and general 
practitioner services were welded into one scheme, the 
conditions of general practice would be completely 
changed. The mere obligation to furnish the expert 
with a statement of the case would have a valuable and 
educational influence in constraining the practitioner to 
give definiteness to his ideas. When he had to prepare a 
statement to come under the critical eye of the expert 
he would, by that mere fact, become alive to defects in his 
conduct of the case, which he had not previously realised. 
The indirect benefit resulting from such a requirement has, 
we are informed, already been seen in the work of the 
regional medical staff. Again, the specialist’s report will 
often reveal to the practitioner points in diagnosis or treat- 
ment which he might have overlooked. It will thus add 
to his knowledge by enabling him to assimilate the expert 
view of his cases as they come along. In all these ways 
the provision of a specialist service would operate as a most 
valuable form of post-graduate instruction and would 
probably be gratefully welcomed by the isolated general 
practitioner. ‘The educational benefits so resulting would 
not be confined to the insured persons, but would be extended 
to the whole range of general practice. 


Estimate of Cost of Provision for Persons able to 
Travel. 

been based upon inquiries made by 
the regional medical officers and on statistics published 
by certain hospitals. The conclusion of the Ministry is that 
for the insured population of 134 millions in England and 
Wales the cost would not, on the lowest assumptions as to 
number of persons referred and other factors of cost, fall 
below £487,000, and would be unlikely to exceed £040,000 
per annum. This is, of course, a wide difference. It is 
mainly due to different assumptions as to the proportion 
of the insured population that would be referred to the 
specialist. 


The estimate has 


Estimate of Cost of Home Service. 

On the basis of such information as is at present available 
the Ministry have estimated that the cost of domiciliary 
consultant services would probably not exceed £250,000. 
We recommend that the working of the arrangements 
for the provision of a domiciliary consultant service should 
be closely watched by the central department, particularly 
in the early stages, to ensure that the system is not resorted 
to by lax or negligent practitioners in cases where no real 
doubt arises in regard either to diagnosis or treatment. 


General Summary of Cost. 
The maximum annual cost of a scheme of expert out- 
patient services such as we have outlined, including all 
the work for a population of 13,500,000, is as follows: 


Specialist services ., o* .. £940,000 
Bedside consultations £250,000 
Laboratory aids £100,000 


Total .. .. £1,290,000 


(This is for England and Wales, but not Scotland.) 
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Dental Treatment. 

We have come to the conclusion that no change should 
be recommended at present in the main provisions for 
dental treatment. A complete dental service would be 
eminently desirable. But it would cost about £4§ millions 
a year, or 1l}$d. on the contribution. A _ partial service 
has, as we have indicated, many defects and difficulties, 
medical as well as administrative. Any reasonable partial 
service would cost about £2} millions a year. 


A Regional Dental Staff. 

As the activities of the regional dental service would in 
very considerable measure tend to protect the expenditure 
of the approved societies on additional benefits, and as 
the greater efficiency of the treatment would in the long 
run tend to conserve the benefit funds, we think it only 
fair that a substantial proportion of the cost of the regional 
dental staff, if it is established, should, as in the case of the 
regional medical staff, be borne by the approved societies 
concerned. 


Transfer of Powers and Duties to Local Authorities. 

The conclusion we come to is that insurance committees 
should be abolished, and that their work, very much in its 
present form, pending any radical remodelling and unifica- 
tion of the health services, should be handed over to com- 
mittees of the appropriate local authorities with possibly 
a coépted element. We do not enter into any details as to 
what is the appropriate local authority, as this question 
is dependent on the results of the deliberations of the 
Royal Commission on Local Government now sitting. Until 
the lines on which the general framework of the local govern- 
ment of the country is to be remodelled are known, any 
specific recommendations would be useless. If our recom- 
mendation in this matter is adopted, we think it may safely 
be assumed that provision would be made for the absorption 
of the staffs of the present insurance committees. 


The Complaints Machinery. 

On questions of procedure for dealing with complaints 
against practitioners, the British Medical Association made 
certain suggestions for the alteration of the regulations, 
among others, that an appeal to the courts should be possible 
not only on the ground of improper procedure as at present, 
but on the ground that the penalty inflicted was out of 
proportion to the offence ; and that in the case of proposed 
removal from the service the practitioner should have the 
right of appeal to a duly constituted central professional 
committee, and that the Minister of Health, in cases where 
this right was exercised, should not be able to remove the 
practitioner from the service unless the central professional 
committee advised this course... . 

The former proposal involves placing upon the courts the 
responsibility for deciding questions of a kind which, in 
our opinion, can be more appropriately decided by a Minister 
who is answerable to Parliament for the manner in which 
he exercises his discretion. The latter proposal we are also 
unable to accept. We appreciate that removal from the 
medical list may be, and usually is, a very severe penalty, 
but it has to be remembered that the ground of removal is 
that the retention of the practitioner would be prejudicial 
to the efficiency of the medical service of the insured persons, 
and it would, in our judgment, be contrary to sound con- 
stitutional practice that the Minister’s responsibility to 
Parliament for the maintenance of an efficient service should 
be delegated to an outside body, whether professional or 
otherwise. 

With regard to questions relating to the propriety of any 
particular method or line of treatment, we agree that 
where it appears that a practitioner has exercised his 
judgment to the best of his ability, his professional skill 
having been, in the words of one of the witnesses, ‘* carefully 
and properly given to the patient,’’ the Minister should 
not go into the question whether the line of treatment 
which was adopted is in accordance with any particular 
professional doctrine as to what is or is not the best line 
of treatment in such cases. From inquiries that we have 
thought it necessary to make we gather that the Minister 
accepts this view and would not regard it as part of his 
duty, when considering, as the regulations require, whether 
a proper standard of treatment has been given, to enter 
into questions on which professional opinion might differ as 
to the efficacy of particular methods of diagnosis or treat- 
ment. This, however, is subject to the qualification stated, 
that the practitioner has, in fact, exercised his professional 
skill with reasonable care, and this appears to be a matter 
of which cognisance must be taken in the exercise of the 
Minister’s disciplinary powers. . . 

As to inquiry cases, if the 


Minister decides that the 
facts established by the Inquiry Committee do not warrant 
removal, but do appear to call for some lesser penalty, a 
new issue arises and considerations may properly be taken 
into account which were not relevant to the major issue of 


removal from the list. For this reason we think that 
before any penalty other than removal is imposed, the 
doctor should be given an opportunity of a further hearing. 


Employed Contributors : The Income Limit. 

On the question of the income limit for insurability, we 
have carefully considered the proposal of the British Medical 
Association, that such a limit should be fixed for manual as 
well as non-manual workers. We are definitely of opinion 
that such a change would be undesirable. We think that 
the present principle which draws a firm distinction between 
manual and non-manual labour beyond a certain point is 
sound, inasmuch as the manual worker, whatever his earnings 
at any moment may be, is generally subject to economic 
conditions which render an insurance provision highly 
desirable. ... 

The only practicable method of dealing with this adminis- 
trative difficulty would be to determine prospectively for a 
certain period an insured person’s title to benefit by reference 
to his financial position retrospectively,and it hardly requires 
to be pointed out that the adoption of such a solution might 
have the effect, and indeed would not infrequently have 
the effect, of granting an insured person medical benefit 
while his earnings were high, and withdrawing it in the 
subsequent period when his earnings might be reduced. 
This result would curiously defeat the whole purpose of 
the suggestion. 


Proposed New Additional Benefits. 

We have been informed by several witnesses that there 
is a pressing demand for the inclusion of payments for 
massage and electrical treatment as an additional benefit, 
and we have received evidence which convinces us that 
the provision of this benefit would materially assist in the 
promotion of earlier recovery in the case of persons suffering 
from certain types of incapacity. We would refer particu- 
larly to the evidence given before us by Dr. Smith Whitaker, 
and that given on behalf of the Chartered Society of Massage 
and Medical Gymnastics. We recommend, therefore, that 
this benefit should be added to the list. 


Inquiries into Excessive Sickness, 

We have come to the conclusion that the penal provisions 
directed against the local authority or the employer are 
useless as a means to further the end which the section has 
in view and that they should accordingly be eliminated. 
But we think that the bodies responsible for the local 
administration of medical benefit to insured persons should 
be given power to institute inquiry into cases of excessive 
sickness brought to their notice, and that for this purpose 
they should have access to the medical records collected under 
the Health Insurance Scheme. 


Medical Institutions. 

After careful consideration of all the evidence before us 
we think that this method of providing medical attention 
and treatment is an anomalous feature in a scheme of which 
the cardinal principle is a contract between insurance 
committees on the one hand and individual independent 
doctors on the other, and that it introduces lay control over 
professional men in an undesirable form. On the other 
hand, we consider it necessary to have regard to the recogni- 
tion by Parliament of these institutions at the time when the 
scheme was introduced, and to the fact that there is no 
evidence of failure sufficient to justify a recommendation 
on our part that the recognition of the institutions for the 
purposes specified should now be withdrawn. The original 
Act restricted recognition to those institutions then in exist- 
ence, clearly designing that this method of providing medical 
benefit should be exceptional and should be regarded as an 
unavoidable inheritance from the past. 


Contracting Out. 

We recommend that Section 24 (3) of the Act should be 
amended so as to debar any insurance committee, or local 
authority succeeding to its powers, from sanctioning the 
use of any organisation for the purpose of “ collective own 
arrangements,’ and to provide that the provisions of the 
subsection shall not be applied otherwise than to individual 
insured persons. We wish, however, to make it clear that 
our recommendation does not apply to cases in which nurses 
or other resident employees of hospitals normally receive 
medical treatment and attendance from the medical staffs 
of the hospitals in accordance with the terms of their 
employment. 


VicrorIA HospiraAL, KEIGHLEY. Last week 
Princess Mary opened a new electro-medical block. The 
extension comprises a radiographic room, treatment room, 
dark room for developing plates, dressing cubicles, offices 
for records, and a doctor’s room. The Princess took a radio- 





gram of the matron’s hand and saw it developed. 
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PENSIONS FOR HOSPITAL 
AND NURSES. 


OFFICERS 


A 


AN explanation of the draft scheme of pensions for 
hospital officers and nurses will be helpful to the many 
medical men who are interested, directly or indirectly, 
in the subject. The outline of the scheme which follows 
contains little detailed criticism, especially of the 
financial aspects; a subsequent section deals with 
these, although certain comments will be found here, 
it being impossible even to sketch the outline without 
recognising the grave difficulties of finance involved. 
For these include the serious liability to be suddenly 
shouldered by the hospitals, and the problems 
presented by the attempt to adapt a scheme, on the 
one hand, to existing officials of mature age and long 
service, and, on the other hand, to that often transitory 
figure in hospital life, the nursing probationer ; ‘‘ once 
a nurse always a nurse ”’ is by no means an accurate 
description of this class, where the actual work 
often brings disillusionment, or marriage leads to its 
abandonment. 

The scheme represents a great ideal and, even if it 
prove to be impracticable to build the entire edifice 
at the outset, it may well be possible, and financially 
prudent, to erect a substantial wing of the structure 
to-day, to which extensions may afterwards be made 
as funds permit. Fundamentally, it is based upon 
the same lines as those of the now well-known and 
satisfactory Federated Superannuation System for 
Universities ; and rightiy so, for in both cases a 
combined scheme is required for a group of independent 
institutions forming together a common professional 
service, within which migration from one institution 
to another is fairly frequent. An insurance policy, 
whether with or without death benefits—i.e., an 


endowment assurance or a deferred annuity—is to be 
taken out for each person concerned in order to provide 


the ultimate pension, such policy being, as it were, 
attached to the individual and clinging to him, within 
certain limitations, whether he (including she) move 
from one institution within the scheme to another 
also within it, or whether he leave hospital service 
altogether ; such policies will be increased pari passu 
as salaries increase with the lapse of time, and are to 
be paid for by annual premiums, these to be effected 
with one or other of certain chosen insurance offices 
which will be placed upon a panel, selection to follow 
in due course. The amount of annual premium 
payable is to be 15 per cent. of the salary and emolu- 
ments (which latter term roughly means the money 
value of board and lodging) of the individual, and it 
is proposed that two-thirds of this—that is to say 
10 per cent.—shall be paid by the hospital, and one- 
third, 5 per cent., by the individual. 

Officers’ pension policies are to mature at age 60, 
so that retirement can take place then, or later, in 
accordance with the regulations of the hospital 
concerned. Premiums cease in any event on attain- 
ment of that age, but, if retirement be deferred, can 
be accumulated thereafter at compound interest, 
the eventual pension thus, of course, being augmented. 
In the case of nurses, the scheme fixes the retiring age 
at 55. 

Hospital Officers. 

There are certain salary limits suggested. Dealing 
first with the officers, it is proposed that where salary 
and emoluments are below £100, the officer should be 
ineligible ; where between £100 and £160, that entry 
should be optional ; and where over £160, compulsory, 
so far as all future entrants into hospital service are 
concerned. A maximum limit would doubtless have 
to be agreed in practice, so that it might be possible 
for hospitals to give substantial increases in salary 
to senior officers late in life without necessarily forcing 
up the pension scale to an uneconomic figure. When 
an officer leaves one hospital for another under the 
scheme, or not, he takes his policy with him; in 
other words, he takes the accumulation, not only 





of his own contributions, but that of the hospital's 
contributions ; it is held that, in the long run, this 
interchangeability will result in a roughly equitable 
distribution, and that hospitals will gain in some 
cases what they lose in others. It may be so, but it 
might well prove that those hospitals which train 
their personnel best would lose more than they would 
gain by this rule, valued employees passing with 
inconvenient frequency to other institutions. 

Officers leaving hospital service altogether within 
five years of joining would only take the benefit of 
their own contributions, but any leaving after 
five years’ service would take not only their own, but 
the whole of the hospital’s contributions, subject 
only to the institution having some voice as to the 
way in which the total contributions should be applied 
to benefit the individual most suitably. <A 
fundamental theory of the drafted scheme emerges 
that the underlying principle should be to regard the 
hospital’s contribution towards the ultimate pay as 
being in the nature of deferred pay, fairly earned 
by the officer year by year. Once grant that, and his 
right to take such contributions with him can be 
granted also; but, in that case, the scheme must be 
admitted as involving a definite increase in the effective 
salary of every officer, which in turn is an increase 
in the hospitals’ working expenses, and must be fairly 
faced as such. That aspect of the situation will be 
discussed in the next article, when the financial side 
of the whole scheme will be dealt with; for the 
moment, the recital of the salient points of the scheme 
claims attention. 


50 


SO as 


The Nursing Staff. 

Turning to the nursing staff, the scheme recognises 
that, during the first years of employment, nurses 
are, in part at least, only learners—a natural line of 
cleavage which, in a large view, runs through the 
whole of hospital service and far beyond the limits 
of the nursing staff; the difference between learner 
and teacher is all-important when we have to consider 
what may be, in equity, the onus upon the hospital to 
contribute to the ultimate pensions in individual cases. 
It is therefore proposed that, in the case of members 
of the nursing staff, the contributions both of the 
hospital and of the nurse in respect of the service 
rendered during this training period should not be 
used to procure a policy, but should be held, as it 
were, in suspense. They are to be placed on deposit 
during the training period at} compound interest ; 
thereafter, when the training period is over, the 
amount thus standing to the nurse’s credit would be 
used to take out the usual policy, any balance over 
and above the 15 per cent. basis being used as a single 
premium to increase the benefits. It is an obvious 
comment here to say that it is sanguine to assume that 
probationers with a salary of, say, £25 a year, will 
readily part with 5 per cent. of their total salary and 
emoluments, say, £3 15s. a year, in this way. A 
young woman may be theoretically receiving annually 
£75, in “meal and malt,’’ but she does not regard the 
£50 value of her board and lodging as money, but 
looks rather at her actual cash wage, which, indeed, 
is all she has to spend. She will consider £3 15s. out 
of her £25 a very big bite. 

Those, however, who cease altogether to follow the 
nursing profession within five years of entry as 
probationers would take away their own contributions, 
the hospital receiving back from the insurance office 
those which had come from its coffers, and the sum, 
if small, representing compulsory savings would be of 
use to most young women with little money to spend. 
The hospital is more concerned with the fact that 
nurses leaving the profession altogether after that five- 
year period had expired would take with them the full 
accrued benefit of all the contributions, hospital’s and 
individual’s, subject only to the fact that it is suggested 
that some nursing committee or body of that kind 
should prescribe the form in which it would be in the 
best interests of the individual that these benefits 
should be taken—for instance, whether in cash or in 
the formof a modified pension to the extent which the 
past payments would suffice to provide. The important 
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and serious fact, however, from the hospital’s point 
of view, is that the institution would in all those cases 
lose its own money. And the warning note should be 
sounded that the very existence of a claim to a sum 
that could be regarded as a small dowry may tend 
to increase the number of those who may drop out 
of hospital life. Some nurses who would normally 
have left earlier, according to their own inclination, 
and, indeed, perhaps to the hospital’s advantage, 
may be moved to hang on until the end of the fifth 
year; others, though efficient, and perhaps happy 
in their calling, might find these accumulations an 
inducement to leave, and the marriage rate would 
be increased, if to the advantage of the State certainly 
to the disadvantage of the hospitals. 


The Position of E-risting Officers and Nurses. 

The position of existing officers and nurses is vitally 
affected by two matters—one, that of future con- 
tributions from those entering in mid-career and later 
life, and two, that of the treatment received in respect 
of past service. The scheme suggests that the future 
contributions in respect of an existing officer or nurse 
should be the same percentage as for new entrants, 
the pension so purchased being, of course, smaller 
in accordance with nearness to the age of retirement. 
The argument employed is that such contributions, 
so far as they went, *‘ would relieve the hospital of 
part of the liability to provide for the pension when 
it became due.’’ The very words used predicate that 
a definite liability already exists, and, if that be 
conceded, it seems not unlikely that some existing 
officers and nurses may ask shrewdly why they should 
now begin to contribute annually out of their income 
in order to help the hospital to provide pensions which, 
by admission, would have had to be provided for 
them anyhow. 

Unquestionably it would be far too expensive to 
attempt to meet the difficulty in advance by paying 
over to the insurance offices lump sums equivalent to 
the contributions which would have been made year 
by year had the scheme existed throughout those 
periods of past service: but it has been suggested 
that, as all those existing officers who did join the 
scheme would be paying one-third of the cost of the 
pension in respect of their future service, the hospitals 
should guarantee that the actual pensions eventually 
should never be less than would have been granted 
had the scheme not existed, a guarantee to be given 
not only to those who join, but to those now above the 
age limit. This. again, seems a suggestion somewhat 
vaguely sketched, for it would then be necessary in 
each hospital to set down in black and white what 
that hypothetical pension would have been ; and, in 
taking such a very serious step as guaranteeing a 
definite annuity at a definite date, in place of a 
shadowy recognition of a moral obligation to provide 
something some day, the hospitals would be com- 
pelled to count the cost carefully lest they should 
promise more than they can fulfil. 

When, in the sequel, some actual figures are given, 
not only will the cost to the individuals be shown, but 
some measure of the heavy burden which the full 
scheme would surely place upon the hospitals. All 
who have the interests of the hospitals at heart will 
see that an effort should be made to offer constructive 
rather than destructive criticisms with regard to a 
development of hospital service which in some form 
or another is overdue, and the scheme may still 
fortunately be considered as in the Bill stage rather 
than in that of the completed Act. That something 
must be done to improve the status of the nursing 
profession is a general admission; that something 
should be done to give a greater feeling of security 
with regard to their provision for old age to that 
hard-working class, the permanent hospital officials, 
is felt to be desirable; and that something may be 
done to inaugurate a better state of things is admissible. 
But there is always that insistent question of ways 
and means, and it is not generally possible to carry 
out a whole ideal programme at: the start. 


(To be continu-d.) 





MEDICINE AND THE LAW. 


Meat in Open Windows. 

AN educative value attaches to the recent prosecu- 
tion of some Deptford shop-keepers for failing to 
protect from possible contamination meat exposed 
for sale. According to a report in the Times, the 
terms of the summons taken out by the borough 
council charged them with neglecting’ to take steps 
to guard against the contamination by flies of meat 
exposed for sale, and to place the meat so as to 
prevent mud, filth, or other contaminating substance 
being splashed or blown thereon. According to the 
evidence of the medical officer of health, in one case 
the meat was exposed on a stall in the street, in another 
bacon was unprotected in a shop window, in a third 
bacon was lying behind an open window * without 
gauze or covering as advised by the Ministry of 
Health.’’ The witness said he required closed 
windows and a gauze covering. For the defence, 
it was, of course, pleaded that the covering of meat 
at all times was impracticable. The magistrate’s 
decision was that the meat was exposed to mud- 
splashing, but that there was no proof of actual 
splashing. The ideal, he said, was to be found in the 
medical officer’s recommendation, which was not 
enforceable at present. It was not necessary to have 
glass windows. A technical offence had been com- 
mitted ; he therefore imposed a nominal penalty of 
£1 with an order for two guineas costs. From the 
public point of view it is valuable that shop-keepers 
should be set a high standard, but it is not satisfactory 
that prosecutions should be undertaken to enforce a 
standard which rests only on advice from the Ministry 
of Health or on recommendations from the medical 
officer. The law should be made plain, and it should 
be known as widely as possible, whether it depends 
upon a Public General Act, a Local Act, a regulation 
of the Ministry, or a by-law of the local authority. 
While the report of the case will educate both the 
shop-keeper and the public as to the danger of con- 
tamination, it seems to leave the legal position 
remarkably indefinite. 

Eggs: Description as New Laid. 

Prosecutions under our sale of food legislation fot 
the offence of selling food to the prejudice of the 
purchaser and “not of the nature, substance, and 
quality demanded ”’ raise issues which are usually 
matters of simple fact. In a Norfolk case, heard at 
the beginning of this year and reported in the Analyst, 
the facts were that an egg-dealer bought 18 eggs of 
which some had admittedly been preserved in water- 
glass. There was a question whether they had been 
sold as ‘‘ new laid,’ and, if so, whether an egg which 
had been preserved in water-glass had necessarily 
lost its nature and substance. The prosecutor’s 
evidence was that, when the eggs were offered him, 
he remarked that they looked like water-glass, but 
that he was reassured by the seller’s agent and then 
said he would take them as new laid, and that, if 
they were not new laid, the seller would hear more 
about it. This was construed as a demand for new 
laid eggs, and it was clear that the articles were not 
at any rate of the quality demanded. The magistrates 
unanimously convicted, and a fine of £5 was imposed. 
The defence that preservation of eggs is not adultera- 
tion was not particularly relevant, nor was the mention 
of the Sale of Food Order, 1921. That Order refers 
to eggs imported into the United Kingdom, and forbids 
their sale (wholesale or retail) ‘‘ as fresh eggs or new 
laid eggs or under any description of which the words 
‘fresh’ or ‘ new laid’ form part ’’ unless the descrip- 
tion also includes the word ‘‘ imported ”’ or a word 
or words disclosing the country of origin. The Order, 
it may be added, is a survival of the days of food 
control. Parts I. (sale of bread) and III. (labelling 
of imported produce) of it are annually continued by 
the Expiring Laws Continuance Act in default of a 
properly considered permanent effort of legislation. As 
the country is unenthusiastic over the continuance of 
these relics of D.O.R.A. that effort might now be made. 
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IRELAND. 


(FROM OUR OWN CORRESPONDENT.) 


The Medical Register. 

THE I[rish Times published last week a document 
stated to contain the proposals put before the Free 
State Government on behalf of the medical profession 
with a view of settling the question of the Medical 
Register. The document was accompanied by a series 
of notes purporting to explain its history and meaning. 
On the following day the same journal printed a letter 
from Mr. R. C. B. Maunsell, President of the Royal 
College of Surgeons in Ireland, in which he stated 
that the document published by the J/rish Times 
was not that submitted to the Government, but a 
verbatim copy of certain rough notes brought by 
Mr. Maunsell himself before the medical committee. 
The paper was confidential and had only been in 
the possession of some eight or ten persons. In Mr. 
Maunseli’s opinion its publication was likely to 
hamper the negotiations between the Government 
and the medical profession. It is unfortunate that 
some one should have been so careless or so mis- 
chievous as to allow a confidential document to reach 
the press. Intrinsically the document is of interest 
since, as Mr. Maunsell admits, it forms the basis of 
the proposals submitted to the Government. It 
would be unfair to discuss its features in detail, but 
the underlying principles are that: (1) The General 
Council should not be disturbed in its present 
activities; (2) a Council and a Register for the Free 
State should be established; (3) any citizen of the 
Free State wishing to practise therein must be 
registered in the Free State Register; (4) any person 
not a citizen of the Free State wishing to practise 
therein must be registered either on the Free State 
Register or on the General Register. It may be agreed 
that these proposals seem to meet the demand of the 
Free State Government for an independent Register, 
and at the same time to protect the interests of the 
Irish medical schools. 


Dinner of the Royal College of Surgeons in Ireland. 

The Charter Day dinner of the Royal College of 
Surgeons in Ireland was held last Saturday evening 
in the hall of the College, the President, Mr. R. C. B. 
Maunsell, in the chair. His Excellency the Governor- 
General was the principal guest, and over a hundred 
sat down to dinner. In addition to the President and 
the Governor-General, among the speakers were Lord 
Glenavy, Sir Thomas Myles, the Chief Justice, the 
President of the Royal College of Physicians, and the 
President of University College, Dublin. 


King’s Professorship of Materia Medica and 
Pharmacy. 

The vacancy in the King’s Professorship of Materia 
Medica and Pharmacy in the School of Physic in 
Ireland, left by the appointment of Dr. T. G. Moorhead 
to the Regius Professorship of Physic, has been filled 
by the election of Dr. Robert J. Rowlette, F.R.C.P.1., 
who has been Professog of Materia Medica and 
Pharmacology in the School of the Royal College of 
Surgeons in Ireland since 1921. 

Honorary Degree at Dublin University. 

The Senate of Dublin University has passed a grace 
to confer the honorary degree of M.Ch. on Sir Berkeley 
Moynihan. 


THE LATE Dr. A. LINDSAY.—For the last five years 
Dr. Alexander Lindsay, who died on Feb. 25th, had been 
living in retirement at Cricklewood. He was born 66 years 
ago in Ramelton, Donegal, and was educated at Queen’s 
College, Belfast, and at Trinity College, Dublin, where he 
graduated as M.D. R.U.I. in 1883. Soon afterwards he 
went into practice at Burslem, Stafford, where he built up 
a considerable practice. Later he moved to Leyton, and 
again, some 17 years ago, to Kensal Green, where he 
remained at work until 1919. Wherever he went he left 
memories of his kindly personality. Dr. Lindsay married 
the daughter of Mr. Frederick Coates, of Hoddesdon, Herts, 
who died in 1913, leaving no children. 


Correspondence. 


“ Audi alteram partem.” 


EMETINE IN THE TREATMENT OF HEPATIC 
ABSCESS. 
To the Editor of THe LANCET. 


Sir,—Further to my letter on this subject which 
appeared in your issue of Jan. 16th, I would like 
to add some of the arguments on which I base my 
conviction that emetine alone is sufficient to cure 
cases of hepatic abscess. 

1. Pathology.—In the first place had the condition 
been called anything but an abscess and had ipecacu- 
anha been properly appreciated as a therapeutic agent, 
it is very doubtful if surgical intervention would ever 
have reached its recent, but I trust fading, importance 
in these cases. In its origin the ‘ abscess’ is secondary 
to bowel infection; it is not circumscribed; its 
inner surface is extremely irregular; its contents are 
sterile; the causative organism is in the tissues and, 
in fact, from every point of view it is exactly analogous 
to a gumma. People obsessed with the pyogenic 
abscess idea find it difficult to believe that the 
absorption of the contents of ‘‘ hepatic abscesses,” 
large and small, is possible. A little reflection should 
lighten this difficulty. For instance, it would be 
interesting to compare the cross-section of the myriad 
lymphatics of the liver with that of the aspirating 
needle. 

2. Diagnosis.—It will be a sad day indeed for 
tropical practitioners if the dictum is accepted that 
aspiration is essential before the diagnosis of hepatic 
abscess can be made. I know that such a measure 
need not be necessary, as I have published the record 
of a case in which, though unproved by aspiration, 
the abscess ruptured two hours after treatment was 
begun. Would Dr. Manson-Bahr also require that a 
psoas abscess, another analogous condition, should be 
aspirated before the diagnosis could be made, and 
if not aspirated would he classify the case as uncon- 
vincing if and when the contents were absorbed in 
the course of treatment at, e.g., the Alton Cripples’ 
Hospital ? 

3. Treatment.—I maintain that aspiration with 
evacuation of an hepatic abscess introduces a definitely 
deleterious factor and upsets all the natural processes 
of elimination. The direction of flow of the defence 
forces, so long as the amcebe are alive, is centripetal, 
but once the amcebe are killed the direction becomes 
centrifugal unless the contents are forcibly evacuated. 
In this case the flow remains centripetal because 
nature abhors a vacuum. 

I have demonstrated, and many cases from the 
literature confirm my statement, that emetine alone 
is sufficient to cure cases of liver abscess. Aspiration, 
though a handicap, does not ultimately prevent 
cure, but once this operation is performed the result, 
even though it is happy in a large number of cases, 
is not obtained in the quickest, the most certain, 
and the most humane way possible. Finally, it is 
well known that abscesses, especially in the earlier 
stages, are often multiple, up to 25 per cent. has been 
stated, so that it is fair to ask if anyone could possibly 
be sure that all the abscesses had been reached and 
evacuated by the aspirator, and if not, as often occurs, 
cure results, is it not perfectly obvious that the abscess, 
which escaped the needle, has recovered, thanks to 
the emetine, which even the most surgically minded 
uses in association with his aspirating needle. If this 
is so, why put the patient to the pain and incon- 
venience of aspiration ? Why not leave all the duty 
to nature and emetine. 

In conclusion I would add two further points which 
my experience has taught me: (1) That emetine gr. 1 
for 12 consecutive days is not the best method of 





giving the drug in liver abscess cases or for dysentery. 
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(2) That the larger the abscess and the longer it has 
lasted the easier, relatively, it is to cure with emetine 
only. I am, Sir, yours faithfully, 


V. S. Hopson. 


London, . March 


*,* We have submitted Dr. Hodson’s 
Dr. Manson-Bahr, who replies as follows : 

‘Dr. Hodson is correct in stating that many 
observers agree with him that emetine therapy acts 
beneficially in liver abscess and that it has sometimes 
appeared to have rendered operative interference 
unnecessary, but it is extremely difficult, as I think 
most men who have had sufficient experience will 
agree, to distinguish actual formation of amecebic 
pus from an amoebic hepatitis, in which invasion of 
the liver tissue by entamoebe without pus formation 
has taken place. Aspiration is the only method 
capable of settling this question. The actual per- 
formance of aspiration is a simple matter and is 
certainly not attended with any more risk than the 
tapping of apleural cavity; it is certainly a method 
equal in its diagnostic importance and therapeutic 
effect. 

“The question at stake is the size of the abscess 
or abscesses and the results of the absorption of such 
a large amount of toxic matter on the individual. 
If a grave degree of toxemia is present, as is usually 
the case, the sooner the pus is evacuated the better 
for the patient. It seems to me a very untherapeutic 
attitude to force an already toxic subject to absorb 
a large amount of dead tissue from his liver through 
his lymphatic channels, when a much more rapid 
and pleasant method is at hand. <A liver abscess may 
be a comparatively trivial or it may be a very serious 
disease. When there has been formation of a large 
amount of pus (four pints or more) respiration is 
severely hampered and displacement, with conse- 
quent embarrassment, of important organs, such as 
the heart, may take place (as in a very serious case 
under my care at the present time). 

“Surely Dr. Hodson does not credit emetine with 
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letter to 


such miraculous qualities that a few grains will suffice 


to dispel several pints of dead tissue and thereby 
relieve pressure on vital organs, nor can it possibly 
lessen the amount of septic absorption which is taking 
place. The cases quoted in my original paper with 
Dr. Morris (THE LANCET, Jan. 9th) are two specific 
instances where, firstly, emetine therapy had failed 
to prevent the recurrence of an abscess, and, secondly, 
had failed to prevent the re-accumulation of pus in 
an abscess which had already been drained. 

“It is probably unwise to dogmatise at present 
on the action of emetine in abscess of the liver. 
Other drugs act in a similar mysterious manner; 
quinine does not cure every case of malaria, nor 
salvarsan every case of syphilis; but to assert that 
the larger the abscess and the longer it has lasted the 
easier it is to cure with emetine, appears to be in 
direct contradiction to clinical experience.” 


THE LOCALISATION OF SMALL FOREIGN 
BODIES: A CASE. 
To the Editor of THe LANCET. 


Sir,—A few months ago I was asked by a young man 
to remove a glass splinter from his heel. He informed 
me that he had trodden on some broken glass about 
two years previously, all of which had been removed 
at the time save this small fragment. That a subsequent 
unsuccessful attempt at removal had occupied two 
hours under general anesthesia, and that, since the 
splinter gave him pain and disability, he wished, if 
possible, to have it removed before proceeding to East 
Africa. 

The following method of localisation proved so help- 
ful on that occasion, and has been so since in the case 
of embedded needles, that I venture to record the 
procedure. Three marks were made with a skin 
pencil from side to side, encircling the heel. Over 





these marks were placed three pieces of fine silver 
wire, fixed in position with adhesive strapping. A 
stereoscopic radiograph was then taken. This localised 
the fragment relatively to the skin pencil marks. 
The skin of the foot was now prepared for operation 
by the iodine method and, using local anzsthesia, 
two hypodermic needles were inserted at right angles 
to each other, down to where the fragment was judged 
to lie in relation to the pencil marks. The foot was 
now wrapped in a sterile towel and another stereo- 
scopic radiograph taken. This showed the position 
of the fragment relatively to the hypodermic needles, 
the vertical one having passed just anterior to it and 
the horizontal one immediately above it; it lay in 
the angle between them. After a further injection of 
local anesthetic I cut down upon the horizontal 
needle and had no difficulty in touching and removing 
the glass splinter, in spite of the facts that its small 
size (about 1 x 1x 5 mm.) and transparency made it 
invisible until it was actually removed, and that 
no tourniquet was used. The little operation occu- 
pied about ten minutes. This contrasts so markedly 
with the prolonged search one has so frequently had 
to make for comparatively large and visible foreign 
bodies and the necessary dissection among tendons, 
with proportionate risk of infection, that the somewhat 
lengthy procedure for localisation seems to me abund- 
antly justified. It is true it merely transfers the labour 
and time from the operating theatre to the X ray room, 
but to the considerable advantage of the patient. 

These few points—which it would be impertinent 
to suggest to the expert radiographer—may be of 
help to an amateur like myself. 1. While the position 
of the limb is of little or no importance, the long axis 
of the films should be exactly at right angles to the 
stereoscopic shift of the tube in order to obtain the 
maximum stereoscopic effect. 2. The stereoscopic shift 
should be parallel to one of the needles, preferably the 
one it is intended to cut down upon. This needle will 
then give the best impression of the depth and thus 
serve for localisation in two dimensions. 3. It is 
hardly necessary to add that the incision should be 
so placed as to lay bare only a portion of the * guide ”’ 
needles in order that both may remain in their 
original positions until the foreign body is actually 
removed. It is an immense advantage to be able 
to look at the stereoscope, after one is prepared for 
operating, immediately before making the incision. 

I am, Sir, yours faithfully, 
MARTIN Button, F.R.C.S. Eng. & Edin. 
Rye, March 12th, 1926. 


A CLINIC OF MANIPULATIVE SURGERY. 
To the Editor of Tue LANCET. 


Srr,—I wish to make a preliminary announcement 
concerning a clinic of manipulative surgery instituted 
in London in response to many requests from medical 
men and others who feel that some such movement is 
urgently needed to endeayour to place the matter 
upon a scientific basis. 

The clinic is primarily for the benefit of poorer 
patients in need cf manipulative treatment, and the 
headquarters are at present at 59, Montagu-square, W. 
Treatment in the case of the necessitous poor will be 
gratuitous. 

The clinic is held at present on Tuesdays between 
the hours of 2 and 6 P.M., and it is hoped when its 
activities are in full swing to arrange classes and 
demonstrations for practitioners and senior students, 
who are at all times welcome at the clinic. A scheme 
is also under consideration for the foundation of an 
institute for the scientific investigation and modern 
treatment of injuries and non-tuberculous diseases of 
joints, of which a further announcement will be made 
in due course. 

I am, Sir, yours faithfully, 
A. G. TIMBRELL FISHER. 

59, Montagu-square, London, W.1, March 22nd, 1926, 
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THE MEDICAL REGISTER. 
To the Editor of Tur LANCET. 


Sir,—I much regret to find that errors have crept 
into the figures which appear in Tables D and E in 
the Medical Register. These tables are now being 
reprinted, and will be issued in a corrected form to 
all those to whom official copies of the Register have 
been sent.—I am, Sir, yours faithfully, 

NORMAN C. KING, 
Registrar, General Medical Council. 
44, Hallam-street, Portland-place, London, W.1, 
March 19th, 1926. 


THE FUNCTIONS OF THE SPLEEN. 
To the Editor of Tur LANCET. 

Sirk,—-Your leading article last week, dealing with 
my two lectures on the Functions of the Spleen, 
naturally raises the question: Why did not the view 
put forward by Gray in 1854, that the spleen was a 
reservoir for blood, become thenceforward part of 
the body of accepted knowledge ? The answer seems 
to be in Gray’s complete failure to comprehend the 
mechanism by which this function was carried out. 
Gray denied that the spleen was contractile, and, 
as it seems to me, attributed a ‘‘ connective ’’ function 
to cells which are really unstriped muscle fibres. 
In justice to him it must be remembered that he 
lacked the now familiar methods of differential 
staining ; acetic acid was his principal reagent. 

Even if the spleen were not a muscular bag one 
could conceive of its performing the r6dle of a reservoir 
of blood as the result of nice vasomotor adjustments 
of relative calibres of splenic artery and splenic vein. 
The decade between 1850 and 1860 saw, if my memory 
is correct, the dawn of our present conception of 
arterial blood pressure, as measured by exact kymo- 
graphic methods, and also of the conception of vaso- 
motor nerves. These ideas in 1854 were evidently not 
sufficiently advanced to illuminate Gray’s philosophy. 

I am, Sir, yours faithfully. 


March 22nd, 1926. JOSEPH BARCROFT. 


MEDICAL DEFENCE UNION: A NEW BENEFIT. 
To the Editor of THE LANCET. 


Sir,—The Council of the Medical Defence Union 
has given careful consideration to the question of 
affording members of the Union protection when 
actions are brought against them in consequence of 
the acts of a locum tenens, who is not himself a 
member of the Union, 

Recognising that a very considerable number of 
membeis are anxious to obtain protection in this 
respect, even if necessary at the cost of an additional 
premium, the Council has decided that in future it 
may at its discretion assume responsibility for any 
claim made upon a member in respect of the act or 
omission of any registered medical practitioner whilst 
temporarily employed as locum tenens for such member. 
In conferring this additional benefit of membership 
the Council has decided to require no extra payment 
beyond the ordinary annual subscription. 

I am, Sir, yours faithfully, 
HERBERT F. WATERHOUSE, 
President. 
JAMES NEAL, 
General Secretary. 
49, Bedford-square, London, W.C. 1, March 23rd, 1926. 


DEATH OF Dr. W. ARCHER.—Dr. William Archer, 
who died on March Ist, following a fall, was 56 years of 
age and was educated at Woodhouse Grove School, Apperley 
Bridge, and at the Mechanics’ Institute at Leeds. He 
studied medicine at the Yorkshire College, now the University 
of Leeds, and qualified as L.S.A. Lond. in 1904. After this 
he worked as assistant in Leeds and at Huddersfield, and was 
for some years on the medical staff of the Menston Mental 
Hospital. Early in 1908 he settled in Earby and soon had a 
large practice. Although he took no part in public life, his 
private generosity was well known, and he had many friends. 
Dr. Archer leaves a widow. 





Che Serbices. 


ROYAL NAVAL VOLUNTEER RESERVE. 
Surg. Sub.-Lt. R. A. Pallister to be Surg. Lt. 


ROYAL ARMY MEDICAL CORPS. 
TERRITORIAL ARMY. 
Maj. (Prov.) R. O. Ward is confirmed in his rank. 
J. Carver to be Lt. 
Sanitary Companies.—Capt. A. 
commn, and retains his rank. 


Davidson resigns his 

TERRITORIAL 
Sanitary Companies. 
Active List, to be Capt. 


ARMY RESERVE 
Capt. R. 


OF 
Cunningham, 


OFFICERS. 
from the 


ROYAL AIR FORCE. 
G, S. Strachan is granted a short service commission as 
a Flying Officer, for three years on the active list. 
Group Capt. N. J. Roche is placed on the retired list at 
his own request (from half-pay). 


INDIAN MEDICAL SERVICE. 
The King has approved the retirement of Col. T. B. 
Kelly and Lt.-Col. R. P. Wilson. 





Medical Nets. 


SOCIETY OF APOTHECARIES OF LONDON.—At 
examinations held recently the following candidates passed 
in the subjects indicated : 

Surgery.—C. B. Ball, Sheffield ; W. O. R. Fischer, Berlin and 
St. Thomas’s Hosp. ; ’., H. D. Priest, King’s Coll. Hosp. ; 
and F, Widlake, Guy's Hosp. 

Medicine.—W. O. Rt. Fischer, Berlin and St, Thomas's Hosp. ; 
B. Horwitz, Guy’s Hosp. ; and E. J. Jones, Middlesex Hosp. 

Forensic Medicine.—A. C. Hill, Liverpool; H. H. Lakin, 
Birmingham; I, Rivlin, Middlesex Hosp.; P. H. Row, 
London Hosp. ; and G, H. Weeber, Glasgow and Middlesex 
Hosp. 

Midwifery.—G. H. Bickmore, Charing Cross Hosp. ; W. O. H. 
Evans, Bristol; C. F. L. Haszard, MeGill; A. C. Hill, 
Liverpool; W. Johnson and R. D. Mason, St. Mary’s Hosp. ; 
and H. Rundstrom, St. George’s Heep. 

The Diploma of the Society was granted to the following candi- 

dates entitling them to practise medicine, surgery, and midwifery: 
B. Horwitz, Rh. D. Mason, and G. H. Weeber. 


INTERNATIONAL LIFE-SAVING.—Under the presi- 
dency of Dr. D. A. Coles, chairman of the British Council 
of the International Congress for Life-saving and First Aid 
to the Injured, to be held in Amsterdam from Sept. 7th to 
llth next, a meeting was held in the Adams Hall of the 
Federation of Medical and Allied Services, 12, Stratford- 
place, London, W., on March 17th. The object of the Council 
is to harmonise the efforts of societies, firms, and individuals 
who are interested in life-saving and first aid, and the 
meeting was convened to help forward the arrangements 
for British representation in Amsterdam. Among those 
present were members of various Government departments, 
including Mr. F. H. Wynne, deputy chief inspector of mines, 
who has been commissioned by the Government as_ its 
representative, members of life-saving and first aid societies, 
including Mr, S. Osborne, who will represent the British 
Red Cross, Dr. G. Burnet, chief surgeon to the National 
Fire Brigade Association, who will represent that body, and 
Dr. M. L. Dobbie-Bateman, medical officer of Harrods Ltd. 
The Chairman, pointing out that the watchword of modern 
scientific medicine is prevention, said that while life-saving 
may be divided into preventive and curative methods, it 
might cost only a little care to prevent an accident, but to 
cure or replace the injured worker might cost hundreds of 
pounds. The accidents which caused the greatest loss of 
time and money were those attended with sepsis, and this 
sequela was generally preventable by cleanliness. It was 
here that welfare supervisors, whose appointment was, 
he said, so warmly supported by the Industrial Welfare 
Society, had proved pre-eminently useful. Mr. Wynne 
pointed out the economic value of the prevention of mining 
accidents, and Mr. F. W. Davy, representing the Federation 
of Medical and Allied Services, said that the Federation’s 
constitution showed the fullest sympathy with the interests 
of industrial medicine. Mr. D. G, Monteith, speaking for 
the St. John Ambulance Association, pointed out the 
advantages of a knowledge of first aid. Mr. W. Henry, of 
the Royal Life-saving Society, pleaded for a greater active 
interest on the part of the British Government in con- 
gresses of this kind. Dr. Burnet said that the National 
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Fire Brigade Association would not rest satisfied until 
every individual fireman was proficient in first aid, and 
Mr. Osborne expressed the sympathy of the British Red 
Cross with the movement. Mr. Gaster, of the Illuminating 
Engineers Society, Dr. Dobbie-Bateman, and Mr. Humphries 
(Southern Railway) also addressed the meeting. The appoint- 
ment of the executive committee was confirmed. This 
consists of Dr. Coles, Dr. Burnet, Colonel Pickard (Safety 
First Association), Mr. Monteith, and Mr. Osborne. It 
may be mentioned that the first International Congress 
of Life-saving was held in Frankfort in 1908, the 
second in Vienna in 1913, and the third, which should 
have been held in 1918 but was postponed owing to the 
war, will be held at Amsterdam this year. The fourth 
will be held in London, probably in 1928. Scenes purporting 
to be a wreck at sea and a railway accident will form the 
basis of practical work at the Amsterdam congress and the 
subjects for discussion and demonstration will include life- 
saving on board of air-craft and first-aid in the practice of 
sport. The hon. secretary of the British Council is Dr. 
H. S. N. Menko, 2, Grosvenor-gardens, Cricklewood, N.W. 2. 


UNIVERSITY OF MANCHESTER.—At a recent exami- 
nation the Diploma in Psychological Medicine (Part I.) was 
conferred on R. B. F. McKail, M.B., Ch.B. 


Dr. Robert A. Lyster has been elected president 
of the Association of County Medical Officers. 


NAVAL MEDICAL COMPASSIONATE FUND. 
of the subscribers of this Fund will be held at 11.30 a.m., 
on April 23rd, at the Medical Department of the Navy, 
68, Victoria-street, S.W., to elect six directors of the Fund. 


A meeting 


RoyaL Navy MepicaL CLuB.—The annual dinner 
will take place this year at the Trocadero Restaurant, 
Piccadilly Circus, London, W., on Thursday, April 22nd, 
at 7.30 for 8 P.M. Members who wish to be _ present 
are asked to inform the hon. secretary at 68, Victoria- 
street, S.W. 1, not later than April 14th. 


Mr. Henry Kimpton announces that he will publish 
the following books on or about April Ist: ‘* The Principles 
and Practice of Endocrine Medicine,” by Dr. W. N. Berkeley, 
of New York; ‘A Descriptive Atlas of Visceral Radio- 
grams,”’ by Mr. A. P. Bertwistle and Dr. E. W. Shenton ; 
**A Handbook of Diseases of the Rectum,” by Dr. L. J. 
Hirschman, of Detroit ; and ‘*‘ Modern Methods of Amputa- 
tion,” by Dr. T. G. Orr, of the University of Kansas. 


METROPOLITAN ASYLUMS BoARD.—At a meeting 
of the Board on March 6th Dr. J. D. Rolleston and Dr. 
G. A. Borthwick were appointed medical superintendents 
in the Board’s infectious hospitals service. Dr. Rolleston, 
who has been senior assistant medical officer at the Grove 
Hospital, Tooting, since February, 1921, becomes medical 
superintendent of the Board’s Western Hospital. Dr. 
Borthwick, at present port medical officer and medical 
inspector of aliens in the health department, Plymouth, 
will be medical superintendent of the Northern Hospital, 
Winchmore Hill, in succession to Dr. C. E. Matthews, who 
will shortly retire. 


FELLOWSHIP OF MEDICINE AND Post-GRADUATE 
MEDICAL ASSOCIATION.—On Wednesday, March 3lIst, at 
2 P.M., a special demonstration in clinical surgery will be 
given by Mr. A. Tudor Edwards at the Westminster Hospital. 
All members of the Fellowship of Medicine and its general 
course ticket-holders will be welcome. On Thursday, 
April 15th, a similar demonstration will be given by Mr. 
W. E. Tanner at the Prince of Wales’s General Hospital, 
Tottenham. On Tuesday and Thursday, March 30th and 
April Ist, Dr. G. C. Low and Dr. P. H. Manson-Bahr will give 
lecture-demonstrations, illustrated by cases, at the London 
School of Hygiene and Tropical Medicine at 2 P.M. The follow- 
ing courses will be held during April : At St. Peter’s Hospital, 
starting on April 19th and continuing for two weeks, a 
course consisting of clinical work in the hospital daily and 
special lectures ; a series of four lecture-demonstrations on 
treatment by electro-therapy, by Dr. C. B. Heald at the 
Royal Free Hospital at 5.15 p.m. each Wednesday, beginning 
on April 14th; a special all-day course in proctology at 
St. Mark’s Hospital from April 19th to 24th, including 
operations, lectures, lecture-demonstrations, and clinical 
work; a course in general medicine, surgery, and the 
specialties at the Bolingbroke Hospital, for two weeks 
starting April 19th; and a special two weeks’ course in 
orthopedics at the Royal National Orthopedic Hospital 
from April 12th to 24th, when lecture-demonstrations will 
be given each morning preceded by operations, and the 
out-patient department will be open to post-graduates every 
afternoon. Copies of all syllabuses, of the general course 
programme, and of the Post-Graduate Medical Journal may 
be had on application to the Secretary of the Fellowship 
at 1, Wimpole-street, London, W. 1. 





ROYAL COLLEGE OF PHYSICIANS OF LONDON.—The 
College will be closed from Friday, April 2nd, to Wednesday, 
April 7th, both days inclusive. 


MoorRFIELDS EyE Hosprrau.—King Edward’s 
Fund has approved the plans for a £10,000 extension ; 
only 25 per cent. of the money has yet been obtained. 


UNIVERSITY OF SHEFFIELD.—Mr. H. Blacow Yates, 
F.R.C.S.,-has been appointed to a part-time demonstrator- 
ship 1n anatomy, and Mr. D. C. Harrison, Ph.D., to a lecture- 
ship in pharmacology, 


BiRTH CONTROL: MEDICAL AsPECTS.—The Medical 
Committee of the National Birth-Rate Commission met on 
March 16th to begin an inquiry into all kinds of contra- 
ceptive methods and their effect on mind and body. The 
results of sexual abstinence, partial or complete, in married 
life, will also receive careful consideration. The members 
of the committee include Mr. Charles Gibbs, F.R.C.S. (chair- 
man), Sir Arthur Newsholme (vice-chairman), Dr. Letitia 
Fairfield, Dr. Charles Porter, Dr. C. J. Bond, Dr. A. K. 
Chalmers, Dr. Agnes Dunnett, Miss Frances Ivens, M.S., 
Dr. Mary Scharlieb, Dr. Leonard Hill, Dr. Arthur Giles, 
and Prof. F. H. A. Marshall. The secretary is Rev. Sir 
James Marchant. The committee is sending out a question- 
naire to gynecologists throughout the country. 


COURSES AT THE MAupDsLEY HosprraL.—The 
following lectures and practical courses for a diploma of 
psychological medicine are to be given at the Maudsley 
Hospital, Denmark Hill, London, S.E. 5. Eight lectures on 
the Psychoneuroses, by Dr. Bernard Hart, on Mondays, 
at 3.30 and 5.30 P.M., from May 3rd; eight on Morbid 
Psychology, by Dr. Edward Mapother, on Tuesdays, at 
2.30 and 4.30 P.M., from April 6th; four on the Pathology 
of Mental Diseases, including Brain Syphilis, by Sir Frederick 
Mott. on Fridays, at 2.30 P.M., from May 7th; two on the 
Legal Relationships of Insanity and Treatment, by Dr. 
C. H. Bond, on Tuesdays, June Ist and 8th, at 3 P.M. ; 
eight on the Practical Aspect of Mental Deficiency, by 
Dr. F. C. Shrubsall, on Thursdays, at 2.30 P.m., from 
April 15th (transferring to Tuesdays in May); four on 
Crime and Insanity, by Dr. Norwood East, on Tuesdays, at 
1.30 P.M., from May 4th; two on Abnormalities of the 
Fundus Oculi, by Mr. R. Foster Moore, on Wednesdays, 
May 5th and 12th, at 5.15 p.m.; three on Therapeutics, 
by Dr. A. W. Petrie, on Thursdays, at 4 p.M., from April Sth. 
There will also be six demonstrations in Clinical Psychiatry, 
by Dr. Mapother, on Wednesdays, at 2.30 P.M., from 
May 5th, and 12 clinical demonstrations in Neurology, six 
by Sir F. Mott, on Fridays in April and June, from April 9th, 
and six by Dr. F. L. Golla, on Thursdays, from May 9th, 
at 2.30 p.m. The fee for the whole course is 10 guineas ; 
for one series of lectures, 2 guineas. In addition there is 
other opportunity for clinical experience at the hospital, 
and a limited number of vacancies for clinical assistants. 
Inquiries about lectures should be addressed to the Director 
of the Pathological Laboratory, Maudsley Hospital. 


OPERATION ON SCHOOL-BOY WITHOUT PARENT'S 
CoNSENT.—At an inquest held on a boy of 13 at Liverpool 
on March 10th it was stated that at a school inspection on 
Feb. 24th one of the medical officers had removed a small 
lump from the boy’s chest. Making a diagnosis of molluscum 
contagiosum, he asked the boy whether he would like the 
lump taken away, and the boy agreed. The doctor then 
suggested that he should send for the boy’s mother, but was 
told that she rarely left home. Accordingly he removed the 
lump without waiting for her consent. Later the boy 
complained of pains in the chest and was sent home from 
school. On the following day he died. The mother said 
that the lump had been on the chest since birth, and brought 
evidence to show that the operation had been done without 
proper aseptic precautions. The chief assistant medical 
officer of Liverpool elementary schools said that the doctor 
had exceeded his duty in operating on the child without 
consent ; in his 20 years’ experience this was the first case 
of a doctor performing an operation in school, and such a 
thing was against regulations. Prof. J. E. W. MacFall, 
who made a post-mortem examination, said that death was 
due to septicemia, which had arisen from a septic healed cut 
on the boy’s finger, and that the operation was not the 
cause of death, the wound on the chest being quite healthy. 
The boy’s mother said that he had had the scratch on his 
finger for several weeks. The doctor who removed the lump 
admitted that he had not carried out the regulations of his 
department; he had acted, however, with a sole desire 
for the boy’s welfare. The jury found that death was due 
to septicemia resulting from the finger wound, and in no 
way connected with the operation. They recommended 
that no operation should be performed on a scholar without 
the parents’ consent, and regret has been expressed on behalf 
of the education authority at this breach of its regulations, 
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ROYAL Society oF ArtTs—A Cantor lecture on 
Thermometry will be delivered by Mr. W. F. Higgins, M.Sc., 
of the National Physical Laboratory, on March 2th, 
at 8 P.M., at John-street, Adelphi, W.C. 


FREE TREATMENT AT AN INFIRMARY.—The board 
of the Ashton-under-Lyne District Infirmary is considering 
the appointment of an almoner to supervise admission to 
the wards. Many patients, it is stated, reap the benefits of 
charitable funds and the services of the honorary staff 
when they could well afford to pay for their treatment. The 
injured motorist and the victim of an accident, fully recom- 
pensed for all injury by an insurance company, are examples 
of those who should pay in full and without question the 
cost of their maintenance in hospital. 


THE LATE Dr. W. J. BARry.—Dr. William Joseph 
Barry, a well-known medical practitioner in South Wales, 
died at his residence in Penarth on March 18th. Born at 
Midleton, Co. Cork, in 1865, he qualified with the L.R.C.P., 
L.R.C.S. Glasg. in 1891, graduated M.D. Brux. in 1897, and 
obtained the F.R.C.P. Edin. in 1911. In the following year 
he took the M.D. degree of Durham University. Much of his 
earlier career was spent in foreign travel, but some 20 years 
ago he started medical practice in South Wales. He held 
appointments as hon. consulting physician to the Royal 
Hamadryad Seamen’s Hospital, Cardiff, medical examiner 
to the Port of Cardiff for the Shipping Federation, and 
medical officer to the National Maritime Board for Cardiff. 
He was also a member of the medical board in connexion 
with the Welsh Ministry of Pensions at Cardiff. 


HOsPITAL OFFICERS CONGRESS.—The third annual 
congress of the Incorporated Association of Hospital Officers 
will be held on Friday, April 16th, at the Central Hall, 
Westminster. The delegates will be welcomed by the Mayor 
of Westminster and at 10.30 a.m. the congress will be formally 
opened by the President, Sir Arthur Stanley. At the 
morning session Miss R. E. Derbyshire, R.R.C., matron, 
University College Hospital, will read a paper on the 
Nursing Requirements of a Modern Hospital, and in the 
afternoon Mr. E. W. Morris, house governor, the London 
Hospital, will speak on the Geographical Distribution of 
Hospitals in Relation to Community Requirements. The 
social side of the congress will include a reception at the 
House of Commons, an official dinner to the delegates and 
their friends, and visits to London hospitals. Particulars 
from the hon. secretary to the Association, 28, Bedford- 
square, London, W.C. 1. 


THE OpTiIcAL CONVENTION, 1926.—This convention 
will be held from April 12th to 17th at the Imperial College 
of Science and Technology, Imperial Institute-road, South 
Kensington, London, S.W., under the presidency of the 
Astronomer Royal, Sir Frank Dyson, F.R.S. The object of 
the convention is to discuss British contributions to optics in 
recent years, and the industrial section of the exhibition 
will be confined to British manufactures. Communications 
on various scientific and technical subjects, including optical 
theory, optical history and education, optical glass and the 
manufacture of optical elements, astronomy, microscopy, 
spectroscopy and interferometry, photography, ophthalmo- 
logy and spectacle manufacture, cinematography and projec- 
tion, colour, photometry and illumination, surveying, 
including aerial surveying, optical apparatus in the fighting 
services have been promised, and popular lectures will be 
delivered. An exhibition is being arranged in three sections : 
(a) experimental and research, (6) historical, and (c) com- 
merical. Applications for membership should be addressed 
to the Secretary at the offices of the convention, 1, Lowther- 
gardens, Exhibition-road, London, S.W. 7. 


NATIONAL HOSPITAL, QUEEN - SQUARE.—At the 
annual general meeting of the Governors of the National 
Hospital for the Paralysed and Epileptic, Queen-square, held 
on March 23rd, it was announced that through a supple- 
mentary Royal Charter the name of the institution will 
be changed to “‘ The National Hospital, Queen-square, for the 
relief and cure of diseases of the nervous system including 
paralysis and epilepsy.”” This step has been taken because 
the present title leads to the belief that the hospital is 
exclusively for paralysed and epileptic people. Moreover, 
patients suffering from other nervous diseases are deterred 
from coming owing to the fear associated with epilepsy, 
although only a small percentage of the patients are epileptic. 
In addition, people were inclined to gather from the old title 
the erroneous impression that the hospital is an institution 
for incurables.—<A post-graduate course in Neurology will be 
held from May 3rd to June 25th. The course will include 
clinical lectures and demonstrations, teaching in the out- 
patient department, and pathological demonstrations. 
A course of lectures on the Anatomy and Physiology of the 
Nervous System will also be held if there are sufficient 
applicants. Further particulars may be obtained from the 
secretary of the hospital at Queen-square, W.C, 





YARMOUTH GENERAL HospiraL.—At the annual 
meeting on Feb. 24th Dr. R. H. Shaw, the senior medical 
officer, pointed out that the staff is working under difficulties. 
The out-patient department is overcrowded, special depart- 
ments are needed, and the structural deficiencies involve 
unnecessary expense. Perhaps in time, said Dr. Shaw, a 
new hospital could be put up. 

PRESENTATION TO DR. JAMES THOMSON, 
Friday, March 12th, Dr. James Thomson, of the royal and 
ancient burgh of Irvine, was entertained by his fellow 
practitioners and fellow townsmen to dinner at the King’s 
Arms Hotel, and presented with a diamond ring as a mark 
of the esteem in which he is held. Dr. Thomson has practised 
for 46 years in Irvine, and intends to continue in practice 
there. Mrs. Thomson was presented with a silver tea service, 
and their daughter, Dr. Isabel Thomson, received a watch. 


THE LATE Dr.W. McCALISTER.—Born at Kilmarnock, 
Dr. William McAlister was the son of the late Dr. James 
McAlister, who long practised in that town. He was 
educated at Kilmarnock Academy and the University of 
Glasgow, where he graduated M.B., C.M. in 1879. Returning 
to help in his father’s practice, he distinguished himself as 
an indefatigable worker devoted to his profession ; in 1899 
he took his M.D. at Glasgow University. Dr. McAlister 
held a number of local appointments ; for 25 years he was 
surgeon to the Kilmarnock Infirmary, and for more than 
10 years he acted as medical officer of health for the burgh. 
Amongst the schemes carried out under his régime was a 
maternity and child welfare centre, in which he took a keen 
interest ; he also devoted much time and thought to the 
Kilmarnock Nursing Association. He was twice married 


On 


and is survived by his wife, Dr. Jessie McAlister, who worked 
with him in his practice, and by a son of the first marriage. 


CHELSEA CLINICAL SociteEty.—A meeting of this 
society was held at St. George’s Hospital on Feb. 16th, 
when a discussion on the Endocrines was opened by Prof. 
Swale Vincent. The only instances of true substitution 
therapy at present, he said, were those of the thyroid and 
the pancreas, and perhaps of the ovary. Of these only one, 
the thyroid, was known for certain to produce any effects 
when given by the mouth. Many would include the para- 
thyroid, though preparations of this gland were of no use 
when given by the mouth. Adrenin and posterior lobe 
pituitary were valuable as drugs, apart altogether from 
any question of substitution therapy, but neither of them 
had any effect when given orally. Dr. E. Bellingham 
Smith followed with an account of the clinical manifestations 
occurring when the ductless glands were at fault. Dr. 
F. J. McCann laid stress on the value of thyroid and calcium 
lactate in disorders of menstruation in the young. Especially 
were these drugs valuable in obese and anzwemic subjects. 
Dr. H. A. Ellis reported good results with small doses of 
adrenin in the type of fatigue occurring about middle age, 
but was certain that only quite small doses of the drug 
should be administered.—Another meeting of the society 
was held at the Florence Restaurant on March 16th, when 
there was a discussion on Spa Treatment, to which Dr. 
Violle (Vittel), Dr. Debidour (Mont d’Or), Dr. Ferreyrolle 
(La Bourboule), Dr. W. Edgecombe, Dr. Argyll Campbell, 
Dr. M. B. Ray, and Dr. Lieven contributed. At both these 
meetings there was a good attendance. 

DEATH OF Dr. W. E. HAWorRTH IN SOUTHERN 
RuopEsta.—The London School of Hygiene and Tropical 
Medicine has received by cable the distressing news that 
Dr. W. E. Haworth has been killed in a motor accident in 
Southern Rhodesia. No details are yet to hand. It was only 
in August last that Dr. Haworth, who was then 60 years of 
age, entered with enthusiasm upon research work in medical 
entomology undertaken on behalf of the School, and interest- 
ing reports have been received from him showing with what 
energy and zeal he was throwing himself into the work, 
Not long before his last appointment Dr. Haworth was 
giving proof of his activity, remarkable for a man of his 
years, by scaling coconut palms at Dar-es-Salaam in the 
search for mosquito larve. The result of his researches 
at that time was embodied in a paper which appeared in 
the Transactions of the Royal Society of Tropical Medicine 
and Hygiene, and which was regarded as an interesting and 
important contribution to the literature on the subject. 
Dr. Haworth was the son of Robert Edmond Haworth, of 
Christchurch, New Zealand. He studied at Edinburgh 
University, took his M.B. and C.M. in 1892, and his B.Sc. 
in Public Health in 1893. From 1896-1917 he was in private 
practice in Southern Rhodesia, and was afterwards 
active service with the Rhodesian native regiment in 
Nyasaland, German East Africa, and Portuguese East 
Africa. He held various Government appointments between 
1920 and 1924, and devoted much time to observations on 
the breeding of mosquitoes in coconut palms. By his 
untimely death the London school has sustained a serious 
loss in the ranks of its research workers, 


on 
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Parliamentary Intelligence. 


NOTES ON CURRENT TOPICS. 
Asylum Officers’ Superannuation. 


Mr. TAYLOR presented in the House of Commons on Tuesday, 
March 23rd, the Asylum Officers’ Superannuation (Amend- 
ment) Bill, a measure to amend the Asylum Officers’ Super- 
annuation Act, 1909, which was read a first time. 


HOUSE OF LORDS. 


THURSDAY, MARCH ISTH. 


Coroners Bill. 


The House went into Committee on the Coroners Amend- 
ment Bill, the Earl of Donoughmore in the chair. 

On the motion of Lord MARSHALL of CHIPSTEAD, an 
amendment was agreed to safeguarding the right of the 
Corporation of the City of London to appoint its own coroner, 
a privilege which they have possessed since the granting of 
a charter by Edward IV. It was explained that in default 
of a special provision in the Bill the right would pass to the 
London County Council. 

The Bill passed through Committee and was reported to 
the House. 


TUESDAY, MARCH 23RD. 
Smoke Abatement. 


Viscount GaGE (Lord in Waiting), in moving the second 
reading of the Public Health (Smoke Abatement) Bill, said 
that it was intended to follow the precedent of previous 
Bills on the subject, to extend the scope of certain Acts, and 
to encourage a more rigid enforcement of the existing laws. 
The first clause gave power to take proceedings irrespective 
of the colour of the smoke. It also defined the expression 
‘* smoke ” as including soot, ash, grit, and gritty particles. 
The Bill also gave power to the local autborities to prescribe 
standards for the emission of smoke and to require that 
certain new buildings should be provided with arrangements 
for smokeless heating. The Minister of Health, he said, 
was anxious to reduce the volume of domestic smoke, which 
was responsible for at least 50 per cent. of the pollution of 
the atmosphere. Dwelling-houses would be exempt, because 
the installation of smokeless heating in them would not be 
compatible with the rapid and inexpensive provision of 
working-class houses, which were so urgently needed. People 
were exceedingly conservative in their domestic habits, and 
no cheap form of smokeless fuel was at present available 
for domestic consumption. Under clause 3, the Minister of 
Health, after a public inquiry and in consultation with the 
local authorities or other interests concerned, could make 
orders extending the list of noxious or offensive gasses 
mentioned in section 27 of the Alkali, &c., Works Regulation 
Act, 1906. Another clause exempted ships from the opera- 
tion of the Bill. The measure would not bring about the 
complete disappearance of fogs or smoke which had such 
unpleasant and harmful effects, but the Minister of Health had 
gone as far as he could without adding to the cost of living 
and of production and manufacture. 

Lord NEWTON said that the Bill, if amended in Committee, 
might do much good. 

Earl pE LA Warr asked for an inquiry with a view to 
terminating the metallurgical exemptions contained in the 
Bill, and to enforcing model by-laws on local authorities. 

Viscount Novar said he was disappointed that the Bill 
did not apply to Scotland. 

The Marquess of SALisBuRY (Lord Privy Seal) said he 
agreed that the need for the Bill was at least as great in 
Scotland as in England, but the law was not the same in the 
two countries. The Government had not overlooked the 
matter and intended to introduce a separate Bill for Scotland. 

The Bill was read a second time. 


HOUSE OF COMMONS. 
TUESDAY, MARCH 16TH. 
GOVERNMENT ECONOMY 

Continuing the debate on the second reading of the 
Economy (Miscellaneous Provisions) Bill reported in THE 
LANCET of last week, 

Dr. DRUMMOND SHIEIS said Scotland was very much 
interested in the Insurance Act. The population of Scotland 
as estimated down to the middle of 1925 was 4,891,300. 
One-third of these, or about 1,700,000, were in the Health 
Insurance scheme, two-thirds of that number being men and 
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one-third women. No fewer than 28-3 per cent. of the 
population were resident within ten miles of the City of 
Glasgow, and 37 per cent. were in the four cities of Edinburgh, 
Glasgow, Dundee, and Aberdeen, On the other hand, the 
Highland counties covering 56-7 per cent. of the total area 
of Scotland had only 9-7 per cent. of the total population and 
had also a much reduced proportion of insured people. 
These conditions had added very greatly to the difficulty 
of the efficient administration of the Insurance Acts in 
Scotland. They also made the hospital problem of Scotland 
a very important one. A committee was appointed in June, 
1924, to inquire into the state of the hospital services in 
Scotland and to make recommendations. That committee 
had recently reported as follows: ‘ Our problem arises out 
of the fact that there are many persons in Scotland who, 
mainly because there are not enough hospital beds, are 
unable to get at the proper time the hospital treatment 
which they need. For all those persons the shortage of 
beds means a prolonging of their suffering ; for some it means 
that treatment is delayed beyond the stage when effective 
treatment is possible ; and for a few it may mean that they 
die before they can be admitted to hospital.’’ The com- 
mittee pointed out that even the waiting-lists did not give 
all who ought to be placed upon them. But as it was, in 
the six teaching hospitals of Scotland at the end of 1925 
the waiting-lists were as follows: In the Royal Infirmary, 
Edinburgh, with 963 beds, there was a waiting-list of 2076 ; 
in the Royal Infirmary, Glasgow, with 665 beds, there was 
a waiting-list of 759: in the Western Infirmary, Glasgow, 
with 600 beds, there was a waiting-list of 1862; in the 
Victoria Infirmary, Glasgow, with 260 beds, the waiting-list 
was 450; at the Royal Infirmary, Dundee, with 441 beds, 
the waiting-list was 339: and at the Royal Infirmary, 
Aberdeen, with 327 beds, the waiting-list was 368. The total 
accommodation in these six Scottish hospitals was 3256 beds 
and there was a total waiting-list of 5854. Detailed recom- 
mendations were made of the number of additional beds 
required in each area, and the total new beds necessary in 
the opinion of the Committee was 3600, The committee 
made certain recommendations to help the voluntary hospitals 
to carry out a task beyond their own resources. One of 
those recommendations was a Treasury Grant of £900,000. 
Judging from the reception given to a similar recommenda- 
tion by the English Hospitals Commission, the prospect of 
that grant being given was not very hopeful. The point 
he wished to make was that the committee found that 
about one-third of the beds in the Scottish hospitals were 
used for insured persons, and therefore one-third of the 
deficiency, amounting to about 1000 beds, was required for 
the needs of insured persons. This committee definitely 
recommended that a contribution to the voluntary hospitals 
should be made from the National Health Insurance Funds 
to help to solve the terribly serious problem of hospital 
accommodation in Scotland. Obviously, to get the specialist 
benefit required for certain cases and for cther treatments of 
a complicated kind, the codperation of the voiuntary hospitals 
was required. It was only fair, then, that at least a con- 
tribution bearing a rough relation to the services rendered 
to insured persons should be made from Insurance Funds. 
Both on humanitarian and economic grounds the extension 
of medical benefits to specialist service and to institutional 
treatment was in the best interests of the country. It was 
just at this time when those various committees and com- 
missions had shown. how much all the money which the fund 
could produce under the present scale of contributions was 
needed, that the Chancellor of the Exchequer ruthlessly 
broke the bargain which had been made and destroyed all 
the hope of an extension of the services which were so much 
required by the insurance contributors of the country. 

Mr. Riys DAVteEs said that he had endeavoured to make 
a calculation as to the amount which would actually be saved 
by the Government on the provisions relating to National 
Health Insurance. If those calculations were correct the 
estimated saving would be about £4,250,000. Each of the 
15,000,000 insured persons would have taken away from 
him as from January, 1926, the sum of 5s. 6d. per annum. 
He would like to know if the Government was united on 
these proposals. He thought that he was right in saying 
that the approved societies would resist these proposals as 
far as lay in their power. A little over two years ago it was 
decided in agreement with the doctors that the medical 
benefit should be increased and the Government was com- 
pelled to find a sum of 3s. per insured member from some 
central fund. They took that amount from the Miscellaneous 
Receipts Account, derived in the main from proceeds 
connected with unclaimed stamps. He understood that that 
fund was now exhausted, and consequently the Government 
were now asking approved societies to shoulder the 
which was hitherto dealt with from the fund he had named. 
It would be interesting to find out the amount of money 
necessary to implement that agreement for 1924-25 in 
respect of the 3s because this Bill was retrospective. He 
thought it was gross!y unfair to call upon the funds of the 
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approved societies for the 3s. to which he had referred when 
the societies had had no say whatever in arriving at the 
agreement in connexion with that amount. Successive 
Governments had had great trouble with the panel doctors 
in this connexion. When the Act of 1911 was passing through 
the House the payment to panel doctors then proposed was 
at the rate of 4s. per insured person per annum. That sum 
had grown to 6s, 6d., to 7s. 6d., to 9s., to 11s., and now they 
were told that 13s. was required for medical benefit: purposes. 

Mr. StpNEY WeEBB asked if statutory obligations to 
creditors, pensioners, and public servants were more sacro- 
sanct than obligations to the 15,000,000 insured contributors. 
It was perfectly true none of the benefits at present being 
paid would be diminished, but no one had had the candour 
to point out that if this Bill passed the benefits would be 
diminished in the future. Even existing benefits were 
rendered insecure by the cut which the Government was 
making. 

The debate was adjourned until the following day. 


WEDNESDAY, Marcu 17TH. 


Economy Bill: Resumed Debate. 


The debate was resumed on the second reading of the 
Economy Bill. 

Mr. LLOYD GEORGE said that Mr. Churchill had been 
beaten by the Admiralty, and that was why he was attacking 
Health and Unemployment Insurance and Education. There 
was no reason why they should spend all this money on 
cruisers which were not needed at all. A clear and definite 
bargain was made with the approved societies that if their 
funds accumulated they would be enabled to increase their 
benefits. That bargain to which the Chancellor of the 
Exchequer was a party was agreed to by the House of 
Commons, therefore it was made by the nation. Now the 
House of Commons was asked to go back upon it. The 
right hon. gentleman had not waited before taking action 
until the approved societies had examined the recommenda- 
tions of the recent Royal Commission. The majority of the 
Royal Commission turned down every proposal that would 
involve an additional burden on the taxes; but they said 
that by means of the accumulated funds and the contribu- 
tions which were now being paid the approved societies could 
grant additional medical benefits and additional sickness 
allowances. Additional benefits which had been dangled 
before contributors for years were now to be denied them 
at the very moment of realisation. And what for? In 
order to save a penny in the pound on the income-tax. 
It was a distinct breach of faith with the industrial classes 
and might do much mischief at the present time. The 
Chancellor of the Exchequer did not really save money by 
this transaction. The Bill simply threw the whole of the 
burden on the rates. The alternative to this Bill was for 
the Chancellor of the Exchequer to say to the Government 
that he would only find so much for armaments. 

Mr. NEVILLE CHAMBERLAIN (Minister of Health) claimed 
that the Bill did not reduce the value of the benefits received 
by insured persons. The Bill did not touch the surpluses 
which were accumulated under the first valuation, which 
amounted to something over £17,000,000, and the benefits 
which had been decided on by the various societies as a result 
of that first valuation would still go on. It did not touch 
the surpluses which had been accumulated since the second 
valuation was completed up to Sept. 3lst, 1925. What it 
did was to slow down as from Jan. Ist this year the accumula- 
tion of further surpluses in the funds of the approved 
societies. They were not going to throw any society into 
deficiency by reason of the diminution of the State grants, 
because there was a provision which was contemplated by 
the Royal Commission for using the contingency fund—the 
reserve suspense fund—for assisting weak societies. The 
benefits declared on the second valuation would be available 
up to the end of 1931, and the benefit which might have 
been declared on the third valuation would not have come 
into operation until after 1931, so that there was some little 
time before the slowing down would be felt. As to this 
being a breach of faith, he would impress on the House that, 
in the opinion of the Royal Commission, Parliament was free 
to make such changes, however drastic, as experience of 





the 1911 Act had shown were desirable. Altogether, since 
the scheme was started, extra contributions beyond those 
provided in the statute had been paid by the State amounting 
to upwards of £24,000,000. There had been nine amending 
Acts and the scheme had been altered in all kinds of ways. 
It was really absurd, therefore, to say that it was a breach 
of faith at this stage to make a fresh alteration because one 
did not happen to like it. The real thing the House had to 
consider was not whether the Government had broken a 
bargain, but whether what the Government now proposed 
to do was fair and justified on its merits. The House should 
ask themselves if the Government were not entitled to slow 
down the rate at which the societies would accumulate these 
surpluses in future when the taxpayer 
burdened. 
The second reading of the Bill was carried by 322 votes to 
142—-Government majority, 180. 

The Bill was then committed to a committee of the whole 
House. 


was so heavily 


Medical Officers in Colonial Service. 


Mr. Forrest asked the Secretary of State for the Colonies 
the present position of the differences between his department 
and the British Medical Association with regard to the 
conditions of employment of medical officers in the Colonial 
service, and more especially in East Africa.—Mr,. AMERY 
replied: I received a deputation from the British Medical 
Association on March 5th. Correspondence with the 
Association is still proceeding. 


Danger of Open Dustcarts. 

Mr. CAMPBELL asked the Minister of Health 
local authorities employed open dustcarts at the present 
time; and whether he would consider making the use of 
automatic closing dustcarts obligatory on local authorities. 

Sir KInGsLeEY Woop (Parliamentary Secretary to the 
Ministry of Health) replied : On the first part of the question, 
my right hon. friend regrets that he has not the information. 
On the second part, he has no authority to make the use of 
such dustcarts obligatory, but local authorities are increas- 
ingly making use of improved vehicles. 


how many 


THURSDAY, STH. 


The Legitimacy Bill. 

Colonel Day asked the Prime Minister whether the 
Legitimacy Bill was likely to be brought before the House 
this year.—Mr, BALDWIN replied: Yes, Sir. The Govern- 
ment desire, if possible, to pass the Bill into law this session. 


Tuberculin Tested Milk, 

Mr. ALFRED WILLIAMS asked the Minister of Health the 
number of pedigree dairy herds which were supplying 
Certified Grade A (tuberculin tested) milk at the present time ; 
whether all animals in these herds had been tested for 
tuberculosis ; and, if so, at what age calves had to be tested. 

Mr. NEVILLE CHAMBERLAIN replied: There are approxi- 
mately 200 herds producing Certified or Grade A (tuberculin 
tested) milk, but I have no information as to how many of 
these are pedigree herds. The cows in milk in these herds and 
all the animals which are in contact with them are required 
by the Milk (Special Designations) Order to be submitted 
to the tuberculin test. Calves are not usually kept in 
contact with these cows, and consequently there is no 
necessity for young stock to be tested until they are intro- 
duced for milking purposes. If in any case calves are kept 
in contact with the cows, they must be tested at the time 
of the general tests of the herd. 


MARCH 


Life Pensions to Nurses and Officers. 

Mr. Roprnson asked the Minister of Pensions what was 
the number of life pensions in issue on Feb. 24th, 1926, to 
officers, nurses, and other ranks respectively, where the 
assessment was 20 per cent., 30 per cent., 40 per cent., 
50 per cent., 60 per cent., 70 per cent., 80 per cent., 
90 per cent., and 100 per cent. ; and what proportion was 
due to wound or injury, and what proportion was due to 
disease.—Major G. C. TryYON replied: The approximate 
number of life pensions in payment to officers, nurses, and 
other ranks, at the end of February, 1926, were as follows ; 


Table of Life Pensions to Officers, Nurses, and Other Ranks. 


Officers 


1,220 


Nurses 56 


Other ranks .. 16,200 6,500 13,000 


Per cent. 


60 50 4() 


1,300 


Total. 


850 1,550 2,300 12,420 


7 13 10 32 63 185 
“. 


20,700 32,100 28,400 50,350 96,600 265,900 
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The proportions due to wounds and 


injuries and to 
<liseases were as follows : 


Wounds and Injuries, 
64 per cent. 
17 


Diseases, 
36 per cent. 
” ”” a. ae’ ’ 


” ” os Se Ow 


Officers. . 
Nurses .. ie ee 
Other ranks .. os 70 ” 
Miss WILKINSON asked the Minister of Pensions how many 
nurses had received pensions as a result of disabilities 
arising from war service ; and how many had been refused 
such pensions—Major G. C. Tryon replied : Up to the end 
of February last awards had been made to 2542 nurses. 
The records of the Ministry do not enable me to give the 
information asked for in the latter part of the question. 


Health Insurance in Wales. 

Mr. DAvID GRENFELL asked the Minister of Health 
whether he would consider setting up a consultative com- 
mittee for Wales to correspond with the representative 
body which had been established in England in connexion with 
National Health Insurance administration.—Mr. NEVILLE 
CHAMBERLAIN replied: I am considering whether arrange- 
ments may not usefully be made for regular consultation 
on matters of sufficient importance with persons in Wales 
familiar with approved societies’ work. 

Unhealthy Refuse Dump at Greenford. 

Colonel DAy asked the Minister of Health if his attention 
had been drawn to the fact that a refuse dump, several 
acres in extent, at Greenford, Middlesex, was menacing 
the health of the inhabitants of this district ; and would 
he take such action as would overcome the danger of 
infection during the coming summer months.—Mr. NEVILLE 
CHAMBERLAIN replied: I am aware of this dump. Recent 
inspections showed great improvement in the conditions, 
and there was no evidence that there was menace to health. 
I a however, directed that another inspection shall be 
mnade, 

National Health Insurance Report. 

Mr. RAMSDEN asked the Minister of Health whether he 
had now considered the recent report of the Royal Com- 
mission on National Health Insurance; and whether it 
was proposed to introduce legislation to give effect to any 
of the recommendations made in this report.—Mr. NEVILLE 
CHAMBERLAIN replied: [have made myself acquainted with 
the recommendations of the Royal Commission on National 
Health Insurance, but I have not yet been able to give 
them the detailed consideration which they require, and 
I am not, therefore, at present in a position to make any 
statement as to the introduction of legislation to give effect 
to all or any of the recommendations. 


New Site for London University. 

Mr. Harris asked the President of the Board of Education 
whether the Government had come to any conclusion as 
to the site for the headquarters of the London University ; 
and whether he could make any statement of policy, so 
that the necessary funds might be collected.—Mr. R. 
MCNEILL (Financial Secretary to the Treasury) replied : 
I am not at the moment in a position to make an announce- 
ment. 

Defective Vision in Children. 

Sir GeorGE Berry asked the President of the Board of 
Education if his attention had been drawn to the recent report 
of the Council of British Ophthalmologists on the education 
of children suffering from defective vision due to myopia and 
other causes ; and whether he proposed to take any action 
with regard to the recommendations contained therein.— 
Lord E. Percy replied: I have seen the report in question. 
Provision has already been made in various parts of the 
country for the education of partially blind children on the 
general lines recommended in the report, and I hope that 
this provision will be extended as circumstances permit. 


MONDAY, MARCH 22ND. 
MEDICAL SERVICES IN THE NAVY. 

The House considered the Navy Estimates on Report. 

Sir BERTRAM FALLE urged that an appeal board should 
be granted to officers and men who were invalided out of 
the Navy. It was an absolutely wicked thing that the 
doctor who first examined the man should be able to put 
him out of the service. Last year 53 officers were invalided 
from the Navy for tuberculosis alone, and of that number 
only five cases were attributable to service. Last year, 
also, 217 young men were invalided from the Navy, where the 
standard of physical efficiency was the highest of any for 
tuberculosis. Yet within the past few years these men had 
been passed in as absolutely fit. Again, of these, only three 
cases were said to be attributable to service. He did not 
ask for a naval medical board, but only for a civilian board. 
This concession would not cost the Admiralty as much as 
it did to throw these men out, and he hoped that the First 
Lord would give his attention to the matter. 





Mr. AMMON said that there had been a considerable 
amount of criticism of the cost of the medical service in 
the Navy. The First Lord had promised to look into the 
matter, and he would be glad to know the result of his 
investigation. The complaint made was that, compared 
with other services, the charge per head was excessive. Had 
inquiries been made during the past year into the possibility 
of bringing the cost of the medical service within more 
reasonable limits ? The First Lord should also give considera - 
tion to the suggestion that some economy could be effected 
by the pooling of the medical systems of the three services. 

Mr. BRIDGEMAN (First Lord of the Admiralty) said that, 
as he understood Mr. Ammon’s remark about medical 
services, it was that there should be more coperation than 
existed at present. A great deal was being done in that 
direction. So far as hospitals were concerned, they were 
gradually trying to use the same hospitals for the other 
services as well as the Navy, sometimes abolishing the Navy 
one and using the other, and vice versa. In that way improve- 
ment was undoubtedly possible. He thought that there 
were many difficulties in the way of a common medical 
service for the three branches. He doubted very much 
if they could recruit a doctor if he did not know to which of 
the three services he might be sent. 

Sir GERALD HOHLER said that there was an opportunity 
to try to effect economies by combining the medical services 
at Chatham. There was there the finest hospital in the 
country, and the Navy and the Army were together in the 
same town. 


Operation on Liverpool Schoolboy. 

Sir JouN PENNEFATHER asked the President of the Board 
of Education if his attention had been called to a case in 
Liverpool where a boy of 13 died three days after a school 
medical officer had performed an operation upon him in the 
school ; if so, had he inquired, or would he inquire, whether 
the death of this boy could be attributed to the operation ; 
and, in that case, whether his department assumed respon- 
sibility for the payment of proper compensation to the 
parents.—Lord E. Percy replied : I am aware of the occur- 
rence referred to, which I deeply deplore. At the coroner's 
inquest the jury, after hearing the medical evidence, found 
that the boy’s death was due to septicemia from a wound 
on the finger, and was in no way connected with the opera- 
tion. The performance of this operation appears to have been 
a contravention of the local authority’s instructions to their 
school medical officers and of the practice of the school 
medical service. 

Mr. Hayes asked how far the responsibility of the local 
education authority went in respect of the operation per- 
formed on this child during the time that he was under the 
authority’s control.—Lord E. Percy replied that he did not 
know whether Mr. Hayes was referring to a legal or a moral 
responsibility. He could not give a legal opinion on the 
matter.—Mr. Hayes asked whether, if there was no legal 
responsibility, or even if there was, would it not be hand- 
somer that this matter should be dealt with by an ex gratia 
grant ? Would the noble lord inquire into it, to see if such 
a grant could not be made out of public funds ?—Lord E. 
PERCY said that he had no power to make any grant. That 
was a matter for the local authority.—-Mr. Hayes asked 
whether, although Lord E. Percy had no power to make 
any grant, he would do his utmost to make representations 
to the local authority. If representations were received from 
the noble lord he was sure the local authority would give 
consideration to them and act in a very generous manner if 
he allowed them to do so.—Lord E. Percy said that he must 
leave the matter to the local authority who, he was sure, were 
impressed with its importance.—Mr. HAyes asked whether, 
in the event of the local education authority giving generous 
consideration to the matter, Lord E. Percy would approve 
of their policy, but the speaker said that that was a 
hypothetical question. 


Insanitary Conditions in Poplar. 

Mr. LANsBURY asked the Minister of Health whether he 
was aware that a considerable number of families are living 
under unhealthy and insanitary conditions in the borough 
of Poplar; that during the past 25 years the public health 
authority for that borough had made repeated applications 
and representations to the London County Council, urging 
that action should be taken to put an end to this condition 
of affairs; that the inspectors of the Ministry of Health 
had condemned certain areas as unhealthy, the latest date 
on which this was done being Dec. 10th, 1924, and the areas 
thus condemned being Birchfield-street, Bromley, Dunbar 
Cottages, and Baker’s Alley ; and, in view of the failure of 
the London County Council to carry out its statutory duties, 
would he take such steps as were within his power to 
compel that authority to deal with those areas.—Sir 
KINGSLEY Woop replied : My right hon. friend is aware of 
insanitary conditions in the borough of Poplar. The parti- 
cular areas to which the hon. Member refers were included 
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in an improvement scheme made by the London County 

Council which my right hon. friend confirmed. The County 

Council are taking steps to carry out the scheme, and I 

understand that considerable progress has been made in 

regard to the acquisition of the property in these areas. 
Birth and Death Rate in Bengal. 

Mr. Scurr asked the Under Secretary of State for India 
the birth-rate and death-rate for the province of Bengal 
during the years 1923 and 1924.—Earl WINTERTON replied : 
The registered birth-rate for 1923 was 29-9 per 1000, and the 
death-rate 25-5 per 1000. Figures for 1924 are not yet 
available. ; 

Juvenile Offenders and Psycho-Analysis. 

Captain FAtrRrax asked the Home Secretary on what 
grounds, and to what extent, he had sanctioned the practice 
of subjecting juvenile offenders to experimenters in psycho- 
analysis ; and what precautions he was taking against any 
possible dangerous results.—Sir W. JoyNson-HIcks replied : 
I have not sanctioned any such experiments, nor have I 
any intention of doing so. I may add that the question 
whether any further provision should be made for the medical 
examination of young offenders, which is a very different 
matter, is being considered by the committee now inquiring 
into the treatment of young offenders. 


Tuberculin Tested Milk. 

Mr. ALFRED WILLIAMS asked the Minister of Health 
whether, in the case of a breeding herd evhich was supplying 
Grade A (tuberculin tested) milk, young heifers and bulls 
which were not in contact with the milking cows had to be 
tested for tuberculosis.—Mr. NEVILLE CHAMBERLAIN replied : 
No, Sir. 

TUESDAY, MARCH 23RD. 
Sales of Methylated Spirits. 

Mr. HARDIE asked the President of the Board of Trade 
if he could give the sales in the United Kingdom of methylated 
spirits and the prices for November last, and the sales and 
prices for January or February this year.—Mr. A. M. 
SAMUEL (Parliamentary Secretary to the Overseas Trade 
Dept.) replied: I have no information as to the sales of 
methylated spirits, but in November 750,000 proof gallons 
of spirits were delivered for, methylation in the United 
Kingdom, in January 723,000 proof gallons. and in February 
726,000 proof gallons. The wholesale price of industrial 
methylated spirit, 64 per cent. over-proof, was at the rate 
of 28, 5d. per gallon, and that of mineralised methylated 
spirit of the same strength 3s. 8d. per gallon, throughout 
this period. 

Baker's Itch. 

Mr. HARLAND asked the Minister of Health whether he 
was aware of the prevalence in this country of the disease 
known as baker’s itch ; whether such disease was notifiable ; 
and whether he had any evidence showing that this disease 
was due to the modern use of chemicals in the bleaching of 
flour.—Sir KincsLEY Woop replied: The answer to the 
first part of the question is in the affirmative. This disease, 
which is not notifiable, was investigated by the medical 
department of the Ministry of Health in 1922, and these 
investigations did not disclose any reasons why it should be 
made notifiable. The answer to the last part of the question 
is in the negative. 

Arsenic in Fruit. 

Colonel Day asked the Minister of Health if his department 
had received representations from the Surbiton council! 
with regard to fruit exposed for sale and found to contain 
arsenic ; and what action was being taken in this regard.— 
Mr. NEVILLE CHAMBERLAIN replied : Yes, Sir, I have received 
representations from the district council. The present 
Imported Food Regulations enable port and riparian sanitary 
authorities to seize and destroy any imported food which is 
unfit for human consumption, and I do not think that it 
would be practicable to strengthen these regulations in any 
way short of imposing an absolute prohibition on the 
importation of apples, a measure which would not in my 
view be justified in the present circumstances. I take the 
opportunity of adding that I am not aware of any case in 
which an excessive quantity of arsenic has been found on 
home or Empire-grown apples. 


INADEQUACY OF THE BIRMINGHAM HOsPITALS.— 
The annual report of Birmingham General Hospital recom- 
mends the establishment of contributory schemes throughout 
the district served by the hospital, the financial position of 
which is unsatisfactory. As soon as these schemes are in 
working order the governors purpose abolishing the ticket 
system. The annual meeting declared in favour of the 
preparation of a scheme for the “* establishment and develop- 
ment of a hospital centre on a suitable site elsewhere than in the 
centre of the city.’”. The Birmingham hospitals are admittedly 
entirely inadequate. They all have long waiting-lists, and 
it is estimated that at least 300 more beds are urgently 
needed. The out-patient departments are equally congested. 





INFECTIOUS DISEASE IN ENGLAND AND WALES 
DURING THE WEEK ENDED MARCH 13rha, 1926. 
Notifications.—The following cases of infectious disease 

were notified during the week: Small-pox, 212 (last week 

199) ; scarlet fever, 1738; diphtheria, 1139; enteric fever, 

43; pneumonia, 1257; puerperal fever, 57; cerebro-spinal 

fever, 8; acute poliomyelitis, 4 ; acute polio-encephalitis, 2 ; 

encephalitis lethargica, 45; continued fever, 1; dysentery, 

7; ophthalmia neonatorum, 112. There were no cases of 

cholera, plague or typhus fever notified during the week. 
Deaths.—In the aggregate of great towns, including 

London, there were 2 (1) deaths from enteric fever, 1 from 

small-pox, 119 (60) from measles, 9 (3) from scarlet fever, 

52 (3) from whooping-cough, 51 (16) from diphtheria, 

13 (12) from diarrhoea and enteritis under 2 years, and 

88 (15) from influenza. The figures in parentheses are those 

for London itself. For the sixth time during the last eight 

weeks the deaths from measles exceed 100. The small-pox 

death was fully described in THE LANCET last week (p. 640). 





Medical Diary. 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


LECTURES, ADDRESSES, DEMONSTRATIONS &e. 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 
MONDAY, March 29th, to SaturpDay, April 3rd. 
ScHOOL OF HYGIENE AND TROPICAL 
Endsleigh-gardens, N.W Tuesday and Thursday, 
at 2 p.M., Dr. Low and Dr. Manson-Bahr will give 
special lecture-demonstrations illustrated by cases in 
hospital.——WESTMINSTER HoOspPITAL, 8S.W. Special 
demonstration in Clinical Surgery on Wednesday at 
2 p.M. by Mr. A. Tudor Edwards. Further information 
from the Secretary of the Fellowship of Medicine. 
ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, S.W. 
TUESDAY, March 30th.—5 p.M., Sir Thomas Horder : 
Endocarditis (last Lumleian Lecture). 
ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln's 
Inn-fields, W.C. 
MONDAY, March 29th.—5 P.M., Mr. Shattock : 
Conditions of the Breast. 

HOSPITAL FOR SICK CHILDREN, Great Ormond-street, W.C. 
THURSDAY, April Ist.—4 P.M., Dr. Pearson: Marasmus. 
MANCHESTER ROYAL INFIRMARY POST-GRADUATE 

LECTU RES. 
TUESDAY, March 30th. 
Pregnancy. 


LONDON 
MEDICINE, 


Pathological 


~4.15 p.mM., Dr. D. Dougal: Eetopic 





Appointments. 


Forp, R. K., M.B., B.S. 
Medical Officer to the Fulwood Institution of the Preston 
Union. 

STOBBS, J. 
Factory and Workshop Acts for the Alston District of the 
County of Cumberland. 


Lond., has been appointed Resident 


A., M.B., B.S. Durh., Certifying Surgeon under the 


TENNENT, A., M.B., Ch.B. Otago, Resident Medical Officer, 
Freemasons Hospital and Nursing Home, Fulham-road, 
8.W. 

WEBSTER, J. M., M.B., Ch.B. St. And., Resident Medical Officer, 
Chesterfield Workhouse and Infirmary, 

Queen Charlotte’s Maternity Hospital: NeELKEN, G. J. V.; 
B.S., M.R.C.S., L.R.C.P., Senior Resident Medical Officer ; 
Rep, J. K., M.B., Ch. B. Liverp., District Resident Medica 
Officer. 

Salford Royal Hospital: Eccieston, C., M.B., 
MALcoLM, A., M.B., Ch.B., House Surgeons ; 
W. B., M.B., Ch.B., B.A.O., House Physician. 

University of Manchester: BrLarr, DAavip, M.D, Glasg., and 
Cormac, H. D., M.B., M.S. Madras, D.P.M. Manch., 
Lecturers in Mental Diseases. 


Ch.B., and 
ROANTREE, 





Pacancies. 


For further information refer to the advertisement columns. 
Alton, Hants, Lord Mayor Treloar Cripples’ Hospital and College. 
Second Asst, Res. M.O. £300, 
Belgrave Hospital for Children, Clapham-road, S.W.- 
and Asst. H.P. Each at rate of £100. 
Birmingham City Mental Hospitals.—Asst. M.O. 
Cambridge, Addenbrooke’s  Hospital.—Cas. 0., 
Anesthetist. At rate of £130, 
Central London Throat, Nos e and Ear Hospital, Gray’s Inn-road, 
".C.—Hon. Asst, Out-patient Reg. 


H.P., H.58., 


£350. 
and 


Res. 
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Derbyshire Royal Infirmary, Derby. H.s. £200, Also Asst. H.S. 
and Cas, 0. Each at rate of €159. 

Durham County Council.—Dist. Tub. M.O. £600, 

Erminster, Devon Mental Hospital.——Jun. M.O. £300. 

Finchley Urban District, Ante-Natal Clinic,-—Med. Practitioner 


required, 2 guineas per session. 


Hackney Hospital, 230, High-street, Homerton.—Jun, Asst. M.O. 
£350. 

—— ‘for ( ‘onsumption and Diseases of the Chest, Brompton, 

H.P. for six months, £50. 

Hosni for Disease s of the Throat, Golde n-square, W.—Med. Reg. 

Hospital for Epilepsy and Paralysis, Maida Vale, WW Res. M.O. 
and H.P. At rate of £150 and £100 respectively. 

Hospital for Sick Children, Great Ormond-street, WC ff & 


H.P., and Asst, 
Hospital of St. 
Res. H.P. 


Inverness, 


Cas. O. £50 in each case, 

John and St. Elizabeth, 40, Grove End-road, N.W. 
and H.S. At rate of £100 and £75 respectively. 
Northern Infirmary.—Jun. Med. Res. £100. 


Lambeth Hospital, Brook-street. S.k-.—-Pathologist. £500, 

London Temperance Hospital, Hampstead-road, N.W.—Surg. Reg. 
40 guineas. 

Manchester, Ancoats Hospital.—H.8. At rate of £100, Also 


Asst. M.O. in Ven. Clinic. £1 1s. per clinic. 
Manchester Children’s Hospital and Northern Hospital for Women 
and Children,—Pathologist. £400, 
Manchester Royal Infirmary, Roby-street.— Res. M.O. 
M.O. At rate of £200 and £190 respectively. 
mae General Hospital for South-East London, Greenwich-road, 
SE. 


Also Asst. 


..P., £125. Also Asst. in Out-patients’ Dept. £150. 
Oxford, Radcliffe Infirmary and County Hospital.—Hon. &., 
Hon, Asst. P., and Hon, Asst. 8. 
Paddinaton Green Children’s Hospital, W.—H.P. and H.S. 
Fach £150, 
Parish of St. John, Hampstead, New End Hospital.—Sen. Res. 
Asst. M.O. £250, 


Prince of Wales’s General Hospital, Tottenham, N.—Two H.S.’s. 


and one H.P. At rate of £120. Also Jun. H.S. and Jun. 
H.P. At rate of £90. 
Queen Sag eg! s Maternity Hospital, Marylebone-road, N.W. 
sst. Res. M.O. At rate of £8*, 
Redhill, Surre Uv, Royal Earlswood Institution.—Jun. Asst. M.O. 
£25", 
Royal ¢ thest Hospital, City-road, E.C Res. M.O. and H.P. At 


rate of £150 and £100 respectively 

et" National Orthopaedic Hospital, 
W.—H.S. At rate of £150 

Hon. Dental S 

St. Bartholomew's Hospital, E.C.- 
Lymphadenoma. £600. 

St. Leonards-on-Sea, Buchanan Hospital.—H.S. £150. 

St. Mary’s Hospital for Women and Children, Plaistow, FE. 
Res, M.O. At rate of £130. 

St. Stephen’s Hospital, 369, Fulham-road, S.W. 
£300, 

Southport Infirmary.—Hon, Asst, S. 

Sunderland Borough Mental Hospital, Ryhope. 
£500, 

Swansea Hospital.—H.S. £150. 

University of London, King’s College for Women.- 
of Hygiene and Bacteriology, &c, £400, 

Wallasey, Victoria Central Hospital.—Jun. H.S. 

West Ham County Borough.—Asst. M.O. £600. 

West ITondon Hospital. Hammersmith-road, W 
Radiologist. 

Winchester, Roval Hampshire County Hospital.- 

Wrerham and East Denhighshire 
and Jun. H.S’s. 


234, 


Also 


Great Portland-street. 
Hon. Ophth. S. and 


Rose Research Fellowship in 


Asst. 
Third Asst. M.O. 


Asst. Med. Supt. 


Head of Dept. 
£100, 
.—Hon. Med. 
H.P. £150. 


War Memorial Hospital,—Sen, 
At rate of £120 and £80 respectively. 


Births, Marriages, and Beaths. 


BIRTHS. 


ABRAHAMS.—On March 21st, the wife of Dr. Adolphe Abrahams, 
of Brook-street, W., of a daughter. 





CURRIE.—On March 19th, at Morningside, Torquay, the wife 
of Dr. Currie, of a son. 
RiTcn1e.—On March 14th, at Douglas-crescent, Edinburgh, 


the wife of Dr. W. T. Ritchie, of a daughter. 


DEATHS. 


ADAMS.—On March 20th, at Bussege, Brimscombe, Stroud, 
G. E,. D’Arcy Adams, M.D., aged 79. 

ARMSTRONG.—On March 17th, at ard’ Enfield, Arthur 
James Mackenzie Armstrong, M.R.C.S., L.R.C.P. (late of 
Southgate). 


BarRRY.—On March 18th, at Plymouth-road, Fae Glam., 


William Joseph Murphy Barry, M.D., F.R.C.P., aged 
60 years. 
FINLAYSON.—On March 19th, very suddenly, at his residence, 


Elson-road, 
M.B., Ch.B., aged 36. 

GOsSLING.—On March 16th, suddenly, 
Moseley, Birmingham, 
his 74th year. 

HopkKins.—On March 
Leonards-on-Sea, Charles 
B.Ch. Camb., late 
Mental Hospital. 

TAYLOR.—On March 
M.B., F.R.C.S. 

1 


Formby, Lancs, Harold Turner Finlayson, 
at his residence, 


Fivelands, 
Charles Edward Gosling, 


M.D., in 
16th, at St. Matthew’s-gardens, St, 
Leighton Hopkins, B.A., M.B. 
Medical Superintendent, York City 


15th, after a brief illness, Inglis 


Taylor, 
Edin., of 22a, Cavendish-square, 


London, 


N.B.—A fee of 7s. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 
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PUBLIC HEALTH IN PERSIA. 
1914-24. 


By A. R. Newican, M.D. Lonp., 
D.T.M. & H. CAMB., 


PHYSICIAN TO H.M. LEGATION, TEHRAN; BRITISH REPRESENTATIVE 
ON THE PERSIAN SANITARY COUNCIL, 


M.R.C.S., 


Part II.* 
Epidemic and Endemic Diseases. 

PERSIA’S three long land frontiers run with those of countries 
liable to outbreaks of plague and cholera. In Iraq, for 
instance, the former disease is endemic. The ports on her 
seaboard in the Persian Gulf are in regular communication 
with Bombay and Karachi, where both diseases are endemic, 
and on the opposite shore of the Gulf, along the Arab coast, 
and perhaps in the interior, there are endemic plague centres. 
Russia and Trans-Caucasia are liable to cholera and typhus 
fever; Trans-Caspia, Turkestan, and the Astrakhan district 
to plague. Any account of Persia’s epidemiological situation 
would, therefore, in view of the possibility of the country 
serving as a channel for the sseced of disease to the west, 
lose in interest were outbreaks on her frontiers not mentioned. 

In the following résumé of the appearances of plague and 
cholera during the years 1914 to 1924, names of places in 
Persia itself are printed in italics, of places in the neighbouring 
countries in ordinary type. 

In this résumé it will be noted that all ship-borne cases 
removed to quarantine have been included. Further, that 
in spite of the regular appearance of plague on her frontiers, 
the name of only one place in Persia recurs with any frequency 
(Mohammerah), and that in the case of all other places where 
undoubted plague -has appeared during the last 11 years 
the disease was imported, and, with a single exception to be 
noted below, did not spread. As regards Mohammerah, it 
used to be said that plague was always imported from Basra 


only 25 miles higher up the River Shatl Arab, with com- 
munications by land as well as by water. It has been 
suggested that plague is by now endemic in Mohammerah 


town, but the facts are, on the whole, against this supposition. 

Abadan town, on the island of that name six miles down 
stream from Mohammerah, has, however, come to cause 
anxiety. The name appears in the years 1923 and 1924 only, 
and yet some 700 cases have occurred there. The explanation 
is that between 1909 and 1912 the Anglo-Persian Oil Company 
set up a refinery on the island, and that, instead of a few huts, 
there is now a considerable town and several villages, with a 
total population of some 50,000 souls. In the early days 
of the rush of native labour and shopkeepers to the island, 
huts and bazaars sprang up on no definite plan on land 
outside the Company’s control, and on which it was not 
allowed to interfere. When, therefore, plague was imported 
into Mohammerah in 19253 and thence spread to Abadan 
there was a sharp epidemic. The Company has taken most 
energetic measures since then. Side by side with its elaborate 
medical service it has organised a very complete sanitary 
section with port medical officer and assistants, isolation 
hospital, quarantine station, and disinfecting plant. In 
1924 the number of cases was reduced by more than half. 
Between April and July more than 12,000 rats were destroyed 
by catchers brought from India.’ The Company has for 
nearly a year now been building steel and brick huts for its 
labourers, of whom there are more than 10,000, on a site 
well away from the native town. Drainage is a difficult 
problem where the subsoil water is found at 2 feet, but it 
is being solved by means of pumps. Further, a piped 
water-supply was completed in December, 1924. The River 
Bameshir has been tapped four miles away by a 16-inch pipe, 
and a 2,000,000 gallon reservoir has been made, which will 
deliver filtered and chlorinated water to stand-pipes in the 
workers’ village. The Company has also planned a site fora 
new town, and the inhabitants of the old are being encouraged 
to remove to it. A piped water-supply has been led to this site 
also. Everything possible is, therefore, being done to keep 
out cholera as well as plague. The problem is not an easy 
one on account of the communications by land and by small 
craft on the river. 

Plaque in the Interior. 

The question naturally arises whether plague is ever likely 
to gain a footing on the Persian plateau. From the résumé 
it is clear that, during the 11 years under review, it did not 
spread from any of the points attacked in the low land along 
the shore of, and around the head of, the Gulf—the most 


* Part I. apneare a in n THE “LANCET. March 20th, p. 635. 
1 The 1925 plague season has passed without a single case at 
either Mohammerah or Abadan, and only sporadic cases in Iraq. 
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Plague. 


1914. 
Feb. Persian Gulf Debai. Lingah: One case removed 
from ship to quarantine. 
May Persian Gulf Basra: One case. 
June Persian Gulf Bahrein Island. 
May Russia. . Baku. 
Oct. to 
sept. Mesopotamia .. Bagdad, Kazimain, Kerbela, Bad- 
kuba, Kizzil Robat, Kbhanikin, 
Hillah. 
Nov. Russia 
(Caucasus) Moghan, Chakerlou, 
1915. 
April Persian Gulf Bunder Abbas: Three cases from 
Bahrein I. removed to quarantine, 
Bushire : Three cases from 
Bahrein I. removed to quarantine. 
May Persian Gulf .. Mohammerah: Three cases. 
June Mesopotamia .. Basra, 
1916 
May Persian Gulf Mohammerah. 
1917 
April Persian Gulf Mohammerah, Kharak J., Bahrein 1. 
May Persian Gulf Mascat. 
1918 
April Mesopotamia .. Basra. 
1919 
May to 
July Mesopotamia .. Bagdad, Kazimain, Kurna, Kut, 
Mossaib, Hilla (523 cases notified). 
1920 
Dec Mesopotamia .. Basra. 
Russia .. Sarakhs (Transcaspia) : Suspected. 
1921. 
Jan. and 
June Kermanshah Villages of Maserai Bara’ and 
Province .. Chergha Narges: Very doubtful. 
Mesopotamia .. 137 cases. 
Dec. K horassan 


Province .. Chinaran: Onecase : very doubtful. 
1922. 


May 
June 


Basra ’ 
Bagdad f 
Mohammerah, 


Mesopotamia . . 
Mesopotamia .. 
Persian Gulf 


685 cases. 


1923. 


Jan. Mesoptamia Bagdad, Basra. 
March Persian Gulf Chahbar, 
April to 
July Persian Gulf Mohammerah : 71 cases, 45 deaths. 
May to 
July Persian Gulf .. Abadan: 481 cases, 409 deaths. 
Mesopotamia .. Basra and Bagdad and intervening 
places: 708 cases, 413 deaths. 
Dec. Persian Gulf Lingah: Four cases from Arab 
coast : removed to quarantine. 
1924. 
Jan. Persian Gulf .. Debai, Bahrein Island, 
Mesopotamia .. Bagdad, Basra, 
Feb. Russia ; Astrakhan, 
Khuzistan 
Province .. Nasseri: Doubtful. 
March .. Persian Gulf Bahrein Island. 
March to 
May Persian Gulf Abadan : 233 cases. 
Mohammerah : 152 cases, 115 deaths. 
April Persian Gulf Kishm J. imported. Chahhbar : 
Imported, Geshui: Small village 
five miles from port of Ganaveh; 
17 cases, 14 deaths. Imported by 
pilgrims and labourers returning 
from Iraq by native craft. 
May Persian Gulf Bunder Abbas: 12 cases, 7 deaths; 
imported: either in quarantine 
station or located by M.O. 
Bushire: One case; quarantine 
station. Lingah: One case. 
July 
10th All ports of Persian Gulf declared free of plague. 
Disease practically at an end in Iraq. 
threatened frontier, but also the best protected. Indeed, 


the country presents formidable natural obstacles to such 
spread. At the same time it has to be remembered that 
authorities have described two plague centres on the plateau, 
one in the mountains of Kurdistan (Tholozan), the other in 
Khorassan in North-East Persia. They have, however, been 
quiescent for the last 50 years, nor have there been any 
cases at Enzeli or Rasht on the Caspian for a like period, 
nor in Khuzistan, to which province plague was brought 
from Mesopotamia in 1876. The mention of suspected cases 
near Kermanshah and in Khorassan (121) arrests attention, 
but there can be no doubt that the diagnosis was not 
correct. 

Since the ’seventies plague has appeared in the interior 
twice. In 1904 in Laristan, imported from Lingah on the 
Gulf, an outbreak which quickly died out ; in 1905 in Seistan, 
East Persia. The origin of this epidemic was obscure. It 
appeared among the lake-dwellers of the Helmund, and there 
was a good deal to be said for the ingenious theory of Captain 
Kelly, I.M.S., who suggested that wild duck (which are 
known to eat dead rats) brought infected fleas from 
Astrakhan, where plague was epidemic at the time, during 





their migration. The evidence given of an epidemic in 1912 
in the Sheikh Jam district of Khorassan, and of the finding 
of a single infected marmot, was not, in the writer's opinion, 
satisfactory. 

Then as to carriers. On the plateau there are no rats, 
but there are house and field mice and jerboas. In Khorassan 
there is a species of marmot allied to the Manchurian 
tarabagan, and called by the Russians by that name.? 
There are rats in the southern ports and on the Caspian. 
The writer believes that Persia’s relative freedom from plague 
will continue, and that she is not likely to serve as a channel 
by which it may spread towards the west. 
of railways may, however, quite well 
Pneumonic plague has been reported in Mesopotamia, a 
country which is likely to be linked up with the Persian 
railway system of the future, and to which several thousand 
Persian pilgrims go every year, 

A significant incident occurred at Tehran in 1921. During 
the unloading of a motor lorry from Bagdad a rat was seen 
to jump out none the worse for its long journey. 


The introduction 
alter matters. 


Cholera. 


1914 
Oct. Russia Kherson, Dnieper Basin, Bessarabia, 
Ekaterinoslayv. 
1915. 
August... Russia _ Baku, Alexandropol, Erivan, Julfa 
Azerbaijan Tabriz: Russian soldiers ; extension 
from Julfa, Maragha, Khoi, 
Marand, Salmas, 

Sept. Gilan (Extension from Baku) Astara, 
Enzeli, Khoman, Rasht, Manjil, 
Talesh. 

1916, 

May Gilan Disease lingered all winter and 
reappeared at Enzeli, whence it 
spread along main road to Aazvin 
and thence to 

August... Hamadan Hamadan, and towards Tehran 

Sept. Tehran Jaffarabad and Shahzabdulazim (six 
miles from Tehran). 

Tehran, 4 cases. 
Nov. Mazanderan Amol and Caspian shore. 
1917 

June Mazanderan fmol, Sari, Barfarush, Bendergez, 

and Astarabad, 

July Gilan Larijan, Yekshambeh Bazaar. 

Tehran Rudahin, Demavend, Khar. 
K horassan Meshed, Germez Teppeh, Shahrud, 
Sarzewar. 
Seistan 
Kerman 
Fars. . : 
Khuzistan Vohammerah, 
1918, 

March Gilan Astara, Enzeli, Rasht (began among 
Russian soldiers). 

April Azerbaijan Kazvin, Zanjan, Mianej, Ardebdil, 
Tabriz. 

Kurdistan 

Kermanshah 

Aragh Kum, Sultanabad. 

Isfahan 

Fars. . 

Yazd 

Kerman 

Russia Turkestan. 
1920, 

Mesopotamia Basra (doubtful) 
1921. 


Russia Baku. 


1922 


June Russia Turkestan, Astrakhan, Baku, Len 

koran, 
1923. 

August 3) Khuzistan thadan (992 deaths): Spread to 
Basra and Mohammerah (55 cases) 
and Iraq generally, as far north 
as Bagdad and lasted into the 
autumn (1583 cases). Nasseri 
(2 cases, Masjidi Suleiman (2 cases) 

Oct. Kermanshah Soumar, Kasri Shirin, Quraitu (all 
on Perso-lraqi frontier) : 11 
suspected cases, 

1924. 


K huzistan 
Mesopotamia 
Russia 


June 7 fhadan: One case, 
Sporadic cases, 
August. . Astrakhan. 

Cholera is a much more anxious problem for Persia than 
plague. As far as she herself is concerned it can be definitely 
stated that there are no endemic centres in the country. 
It is the threat of introduction from outside that has to be 
feared, for, once having gained a footing, it is impossible to 
arrest. Here, again, the Persian Gulf ports, in constant 
communication with Bombay and Karachi, cause anxiety. 
but the coast is well protected, as was shown in the section 
on Public Health Services. The outbreak at Abadan in 
1923, which led to a severe epidemic in Lraq, was started 
by a ship-borne case. The heavy pilgrim traffic through 


--This marmot has been identified at the Natural History 
Museum, South Kensington, as Cite us fulvus parthianus, 
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Kermanshah and Kasri Shirin to the Shiah Holy places in 
Iraq, makes the sanitary situation there extremely important. 
The last real epidemic of Asiatic cholera was introduced by 
pilgrims returning to Persia by this route (1904). 

The sanitary situation in Russia, and the reluctance of its 
new rulers to declare the existence of epidemic disease, have 
been further causes of anxiety. It will be noted that most 
of the places named in the above résumé are in north Persia. 
The disease was in every case brought in from Russia, in 
(it is true) the troublous war period, when there was constant 
going to and fro of military detachments. The epidemics 
were of a singularly mild character. They meandered slowly 
from town to village and town along the caravan routes ; 
lingered, perhaps, during a winter, and revived in the 
spring. 

The epidemic of 1916 was an instance. It came in from 
Baku in September, 1915, through the port of Enzeli, and 
in May, 1916, began to spread slowly up the 250 miles of 
main road to Tehran. By September the villages west of 
and close to the capital were attacked, and on the 23rd it 
was reported from the small town of Shahzabdulazim, six 
miles due south. The disease had passed round the outside 
of a city of 230,000 souls. On the 27th four cases were 
notified in Tehran, and the diagnosis was confirmed bacterio- 
logically by the writer. They had come from Shahzabdulazim 
before communications were cut. 

The disease in southern and central Persia in 
1918 was due to spread from the north. It presente similar 
low virulence. It is interesting to speculate as to what would 
have been the military and political consequences of the 
epidemic in southern Russia in 1915 if it had been one of 
true Asiatic cholera, 


1917 and 


V'yphus Fever and Relapsing Fever. 

Both these fevers are endemic in Persia, but during the last 
11 years they have only once become epidemic. Ordinarily, 
the cases are few and far between. Thus, the writer spent 
ten years in the country before he saw a case of typhus; 
this, sadly enough, was his Russian colleague at Tehran, and 
a year later the latter’s successor died of the same disease. 
Both were working among Russian soldiers. Cases were 
notified to the Sanitary Council as follows :— 


1914, 
Jan. .. Typhus fever.. Hamadan (Jewish quarter). 
Feb. Typhus fever.. Van. 


1917-18, 
winter of Typhus and re- 


lapsing fevers A widespread epidemic. 


1921. 
Dec. .. Typhus fever.. Ardebil. 
1922. 
Feb. Typhus fever .. Askabad. 
April* .. Typhus fever .. Tehran (30 cases). 
1923. 
April Typhus fever... Astara. 
June Typhus fever .. Meshed. 
July * Typhus fever .. Tehran (7 cases). 
July Typhus fever .. Daragez. 
1924. 
Dec. Relapsing fever Tehran (11 cases). 


Bakharz, Turbat-i- Shaikh, Iam, 
and Khaf districts and Khorassan 
province: A severe outbreak : 
nature not recognised until 
recrudescence in July, 1925. 

* To end of year. 


The epidemic of 1917-18 followed two years of drought 
and famine. The poor were all heavily louse-infected. 

A troublesome sequela of typhus fever, and one observed 
for two to three years after this epidemic, was necrosis of the 
rib cartilages 

Much confusion was, and is still, caused when any attempts 
are made to collect mortality statistics, by the fact that 
Persians use the same name for both typhoid and typhus: 
haspeh, an Arabic word signifying ‘‘ spotted.’’ There are 
two separate wordsin Arabic: mothegheh, typhoid; and 
mohregheh, typhus. 

As to relapsing fever, only three cases verified by the micro- 
scope had been brought to the writer’s notice during the 
previous 12 years, and they were in such widely separated 
centres as Tehran, Isfahan, and Hamadan. The spirillum 
found during the big epidemic resembled that described by 
Obermeier. Salvarsan and its substitutes were the only 
remedies found effective. The writer has failed to trace'a 
connexion between argas persicus, the ‘‘ stranger biter’’ of the 
Persians, and the accepted form of relapsing fever. Cases of 
fever attributed to its bites, seen by him at Tehran, have, in 
several instances, proved to be malaria. He has produced 
spirillosis of fowls with specimens of the tick obtained from 
Mianeh, its historical home, but has failed to infect man. 


Influenza. 


Persia suffered severely in the pandemic of 1918-19. 
Coming as it did after two years of scarcity and epidemics of 





* Loc, cit. 











typhus and relapsing fever, the disease caused a great number 
of deaths. Accurate figures were impossible to obtain, 
but estimates of the mortality in various towns ranged 
from 1 to 10 per cent. of the population, and in the country 
districts it was even higher. Those who had chronic malaria 
offered little resistance ; thus a military post of Indian and 
Persian troops lost 31 per cent. of its strength, and another 
post lost 72 per cent. The effect of slow (caravan) and 
rapid (motor-car) methods of travelling on the rate of spread 
was marked. Since the epidemic there has been every 
autumn and winter a great number of cases of severe respira- 
tory catarrh, especially affecting the trachea, and liable to 
pass on to bronchitis and pneumonia. 


Malaria. 

By far the most serious disease in Persia is malaria. 
It causes heavy mortality every year, and keeps the inhabi- 
tants of whole districts in a low physical condition, which 
makes them an easy prey to other infections, such as tuber- 
culosis, pneumonia, or influenza. That this should be the 
case in the Caspian provinces (Gilan, Mazanderan, Astarabad) 
is not surprising. The Caspian Sea itself is 54 feet below 
sea-level. Along it there is a belt of rice, cotton, and marsh 
country varying from two to 10 miles in width, with dense 
forest. The forest climbs up the foothills of the Elburz range 
to the summer quarters, where the trees gradually thin out 
and finally the bare mountains of the Persian plateau are 
reached, running up to an average altitude of 10,000 feet. 
Great masses of clouds, carried by the prevailing north-west 
wind, are continually rolling up against this huge barrier 
to deposit their moisture. The rainfall is high, 50 to 60 
inches. There are innumerable rivers. moderate temperatures, 
mist, perpetual dampness, and rank vegetation—in a word, 
all the conditions that go to make up a malarial country. 

The people as a whole are anemic and distressful looking. 
Their life would be an easy one were it not for the wild pig 
which destroy their crops. As it is their rice fields provide 
most of what they and their animals need ; fuel can be had 
for the cutting, and food is cheap and abundant, including 
game, wild fowl, and fish. But for these aids to resistance 
one feels that long ago the clouds of mosquitoes would have 
been left the forests to themselves. In the summer quarters 
the writer found that 100 per cent. of the children under 
10 years of age had enlarged spleens. It was the same in the 
low country. At Mahmoudabad, a beautiful spot on the 
coast, said to be a particularly healthy village and to be 
comparatively free from mosquitoes, 60 per cent. of the 
children in the school had enlarged spleens. The raised 
sleeping platform for the summer months is the only means 
of prevention in use. There are no doctors except in the 
few towns, and there is very little quinine. When used it 
is taken haphazard and stopped when the fever ceases. The 
writer intends to publish at a later date notes on the anophe- 
line species found in the Kujur and Nur districts. 


Conditions on the Plateau. 

The Caspian provinces, however, form but a comparatively 
small part of Persia, and the short description of the great 
central plateau, where there is no rain between May and 
October, and the total fall is only 8 to 10 inches, would 
suggest comparative freedom from malaria. It is true 
that the central desert (Dashti Lut and Dashti Kavir) 
escapes, but everywhere else in the mountains and valleys 
and plains there are heavily infected districts, some as 
heavily infected as the provinces described above. Water 
storage and irrigation methods and the nature of the rivers 
provide the explanation. In towns such as Tehran every 
house and every garden has at least one tank for irrigation, 
domestic purposes, and religious ablutions. In addition, 
many houses have underground cisterns for storing drinking 
water, which are filled from surface channels. All these tanks 
and cisterns are so many breeding places for mosquitoes. 

As regards the rivers on the plateau, most of them end 
in the desert, forming swamps. They are tapped by irriga- 
tion channels leading to the different villages in the district, 
and these give rise to secondary smaller swamps or collections 
of standing water. A notable instance in the Tehran province 
is the district of Shahriar, a very fertile region to the south- 
west of the town, which it supplies with corn, fruit, and 
vegetables. It is watered by, a stream from the southern 
slopes of the Elburz. Of late years so many of the men have 
died that the villagers have petitioned the Government to 
do something for them. The problem is an engineering one, 
not of great difficulty, but for which there are no funds 
available. The big landowners are not far-seeing enough to 
take the matter up. A little quinine has been distributed, 
and much advice. There is a district named Khar to the 
south-east of Tehran, where a certain amount of rice is 
grown, and similar conditions prevail. The villagers are 
heavily infected and are sallow and lethargic, very different 
from the sturdy hillmen a few miles to the north. 

It is the same everywhere on the plateau, in spite of its 
magnificent climate, and malarial centres may be found in 
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varying degree of intensity, in the towns, in mountain 
valleys where suitable conditions hold, and in the plains 
where rivers debouch. 

In the north-east there is much malaria in the province 
of Khorassan. In the north-west, in the Urumiah district 
of the province of Azerbaijan, an interesting chanze has 
come about asaresult of the war. I have it onthe authority 
of Dr. Packard, of the American Presbyterian Mission, that 
until the Turks invaded Persia malaria was rather rare 
and of a benign type. Since then it has become much more 
common and pernicious forms are frequently seen. In the 
west (Kurdistan, Luristan, Kermanshah, and Hamadan 
provinces) there is much malaria. The Marivan district of 
Kurdistan, for instance, where rice is cultivated, is particularly 
bad. In Khuzistan malaria is severe in the low-lying country 
along the rivers; the towns of Ahwaz, Shuster, and Dizful 
are, however, little affected. In the south the Gulf towns 
are heavily infected. Malarial districts are found in the 
central provinces of Isfahan, Yazd, and Kerman, and in 
Fars. In the east, in Seistan and Baluchistan, malaria is 
not prevalent. 

Malaria in Tehran. 

In the Tehran district, 3000 to 5000 feet above sea-level, 
with which the writer is most familiar, it is safe to say that 
few Persians escape infection at one time or another. The 
climate is so good, however, that a considerable measure 
of resistance is established, and chronic forms are not nearly 
so common as this statement would suggest. There are, 
nevertheless, districts, villages, and gardens, where malaria 
is particularly severe ; none of the inhabitants escape, and 
many develop cachexia. Moreover, the district is in constant 
communication with the Caspian provinces through caravans 
bringing rice, charcoal, and milk products. Fresh infections 
begin to appear in May, and there is a great increase in the 
number of new cases, as well as of relapses, which begins 
at the end of July and continues during August and 
September. The mean average temperatures for these 
three months are: 84°24°, 79°34°, and 72°95° F. There are 
also years when, as in 1922, there is a great increase in 
the number and severity of the cases. It has been noted 
that such epidemics go with higher air temperatures. 

All the three forms of malaria occur, but quartan infection 
is not common, The rise in the number of cases in August 
and September is almost entirely due to subtertian infection. 
The parasite is frequently associated with the benign tertian 
form. Pernicious attacks are frequently seen among 
labourers and the poorer pilgrims in epidemic years, resulting 
in coma, jaundice, and hemorrhages. Hemoglobinuria is 
extremely rare however; the writer has seen only one 
case in 19 years. All the usual complications of acute cases 
are seen, including a dysenteric form. 

Chronic and relapsing malaria has to be constantly borne 
in mind in diagnosing and treating the most varied ailments. 
All the patients say they have had malaria; some have had 
dysentery or chronic bowel complaints. Persians in the 
to vns are constantly taking quinine, and this practice often 
renders the diagnosis of acute fevers difficult, especially in 
the case of enteric, which not infrequently has an abrupt 
onset with rigors. 

Persian doctors use inadequate doses of quinine, and a 
patient is rarely treated after the temperature has fallen. 
The custom of waiting until the temperature drops to normal 
before giving quinine is widespread, and is disastrous in 
the case of continuous pernicious forms. Another class of 
patient from whom quinine is withheld are pregnant women. 
The most intense and rapidly fatal cases of anemia are seen 
among them. Administration of quinine by injection is far 
too common, and, unfortunately, the injection is frequently 
badly made. Patients, however, think that there is special 
virtue in the syringe, and injectioon has become a Persian 
word. 

The Problem of Prevention. 

The malaria problem is a huge and difficult one. Individual 
effort is lacking, and prophylactic measures are not being 
taken by the Government, even to the extent of making 
quinine easily and cheaply obtainable. Even in the large 
towns where malaria is almost entirely ‘‘ man made” 
(in Tehran entirely s0), little or nothing is done. Indeed, 
in the capital the municipality has distinguished itself by 
constructing a series of small tanks from which the streets 
are watered, and which serve as additional breeding-places. 

Shortly after his arrival in Tehran in 1906, the writer 
proved the efficiency of gold fish as larvicides after experi- 
ments made in the garden of the British Legation. Gold 
fish and mosquito larve are completely incompatible ; 
they have never been seen together. Domestic ducks have 
been found of some use in clearing tanks, but frogs of none. 
The practice of keeping gold fish in tanks has steadily 
spread since then, but it is a long way from having become 
universal. Unfortunately, the gold fish have their enemies 
too—cats which wait patiently on the edge of a tank for 
a rise and crows which swoop and carry off young fry. 





If, moreover, the outlets of tanks be not protected with a 
strainer, fish will escape and be lost when the water is 
changed. With a proper sanitary organisation, furnished 
with police powers, malaria could be stamped out in towns 
like Tehran, where the only natural mosquito breeding-places 
are rare temporary collections of water the result of occasional 
storms, and the rest are entirely artificial and easily con- 
trollable. Personal prophylaxis is confined to the use of 
nets by the better-to-do classes, and the irregular eating of 
quinine for all and every indisposition and febrile disturbance. 

The British and British-Indian forces on 
western and north-western Persia in 1918 and 1919 suffered 
severely from malaria. Had the advice of local practitioners 
been sought in advance they would not have failed to urge 
tae adoption of prophylactic measures. 

The following species of anopheline mosquitoes have been 
found at Tehran: A. maculipennis, A. plumbeus, A. bifur- 
catus, A. pyretophorus. They are distributed in a curiously 
irregular way, and are much easier to find outside the city 
than in it. A certain room was found one summer to be 
harbouring large numbers of anopheles. All the possible 
near-by breeding-places were excluded, and at length a 
newly-formed hidden one was found where an occasional 
water channel disappeared under ground and had scoured 
out a pocket. The next summer, during a corresponding 
period of seven weeks, 135 culex and only three anopheles 
were caught in the same room. Culex larve have been 
found in the Elburz range north of the city at an altitude 
of 9000 feet. 


service in 


Tuberculosis. 

That tuberculosis in all its forms is steadily increasing in 
Tehran, as well as in other towns, is a frequently expressed 
opinion. It is seen also in the villages as well as among 
wandering tribes. The reasons for this are: (1) Overcrowd- 
ing in the towns. (2) Absence of ventilation in the houses. 
(3) The use of wadded quilts which are never washed and 
which go from one person to another. (4) Ignorance of 
methods of prophylaxis. So great is the dread of the disease 
that knowledge of their condition is kept as long as possible 
from the afflicted. (5) Underfeeding and malaria. (6) Late 
diagnosis. The Persian’s resistance is small, and it is doubtful 
if he ever recovers in his own country from the pulmonary 
form. Bone and joint disease is very common in spite of 
the fact that milk is never drunk unboiled. There are no 
means of isolating ‘‘ open ’’ cases. The treatment of surgical 
tuberculosis is very far behind modern requirements and 
hospital accommodation is lacking. The dry air and abundant 
sunshine make the plateau an ideal place for heliotherapy. 


Venereal Disease. 

Venereal disease is widespread among all classes. 
following points only will be noted. 

Though gonorrhcea is generally insufficiently treated, and 
chronic urethritis its usual sequel, stricture of the urethra 
is not at allcommon. Gonorrhcea is a cause of much sterility. 
Syphilis is, on the whole, of a mild type, and attacks the 
cardio-vascular system, the nervous system, and the skin 
with nothing like the same frequency as in Europe. Aneurysm 
is one of the rarest clinical conditions seen, and general 
paralvsis is also very uncommon. Hereditary syphilis is 
curiously infrequent in face of the great amount of the 
acquired disease seen. 


The 


Small-pox. 

Small-pox is endemic in Persia. There have been no biz 
outbreaks during the period under review, but prevalence 
has been reported from numerous scattered districts. In 
1920, and again in 1922-23, reports of this nature were 
received. That the disease has greatly diminished in the 
districts served by the public vaccination service is certain, 
but unfortunately there are no statistics to support this 
statement. In Tehran during the last four years, 370 deaths 
from variola have been reported—not an excessive number 
in an Eastern city of some 230,000 inhabitants. 

Leprosy. 

Leprosy occurs in the provinces of Khorassan, Azerbaijan, 
Gilan, Kermanshah, and Kurdistan. Little is done in the 
way of care beyond making the advanced cases live in 
villages by themselves, and that in the two first-named 
provinces only. There they cultivate the soil and receive an 
allowance of corn from the Government. Their families 
accompany them. The disease does not, however, appear 
to be increasing. There is only one leper village in the 
populous province of Azerbaijan, for instance, and it con- 
tains only some 35 cases, a number which remains fairly 
constant. Not all the lepers in the province are in it, 
however, for people in the early stages may be seen elsewhere. 
Nothing would appear to prevent lepers leaving their districts 
and moving about the country if so minded, and cases 
from distant parts, and not all of them in the early stages, 
have been seen in Tehran. Persia was represented at the 
International Conference on Leprosy held at Strassburg 
in 1923. 
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Other Infectious Diseases. 

Ameebic dysentery is endemic. The bacillary form (Flexner) 

occurs at Tehran and, no doubt, elsewhere. No epidemics 
have been reported in the period under review. 

The enteric group of fevers is endemic, but does not cause 
as much illness among Persians as the sanitary conditions 
in which they live would suggest. They believe themselves 
to have ac quired a considerable degree of immunity through 
long drinking of contaminated water, and it is a very reason- 
able supposition. Fifteen years ago enteric fever was 
common in the scattered European colonies. Now, as a 
result of efficient inoculation, it is rare. There is a spring 
and an autumn rise in the number but no severe 
outbreaks have been reported. 

Sprue occurs in Persia. Foreigners, 
Americans provide most of the cases. 
been reported from treatment with 
parathyroid gland. 

Encephalitis Lethargica.—The writer reported a case from 
Tehran in January, 1922, and since then has seen two other 
acute cases. A number of cases of ‘‘ Parkinsonisme”’ in 
young adults have, however, been seen both at Tehran and 
Isfahan. They came almost altogether from the country 
districts between the two towns. Cases of epidemic hiccough 
were seen at Tehran during the winters of 1923 and 1924. 

Anthrax.—Infection of the skin is very common, and every 
summer there are larger or smaller outbreaks, generally in 
the villages. It seems to be a singularly benign disease in 
Persians. A well-digger, with a huge pustule on his face, 
has been known to walk three miles a day to and from his 
work and attend hospital for his dressing on the way. 
Anthrax in animals will be noticed in a later section. 

Leishmaniasis.— Leishmania tropica, called by Persians 
salek, the diminutive of sal (year), is very common in some 
districts and does not occur at all in others. In Tehran, 
for instance, it is rare to see a Persian who has not had it ; 
in Tabriz it does not exist. There is no lack of sand-flies 

~n either city. Infection generally takes place in the autumn. 

Street dogs in Tehran and other places are often seen with 
the ulcers.of the disease on their faces, generally on the nose, 
lips, or eyelids. A case of general infection (canine kala- 
azar) was found by the writer at Tehran, but he has not 
seen a human case. Though Europeans living in the city of 
Tehran are not seldom infected with salek, the writer, 
during 19 years residence in the grounds of the British 
Legation, has had only one member of the staff to treat— 
this although the houses have no immunity from sand-flies 
nor the numerous dogs from salek. The dogs have, however, 
always been shut up, and their sores destroyed with the 
actual cautery as soon as their nature has been settled by a 
microscopic examination. The police have been encouraged 
to destroy street dogs with sores, but not officially or with 
invariable success. These points are mentioned merely on 
account of certain gaps in our knowledge of the etiology of 
leishmaniasis. 

Trachoma.—Trachoma is widespread and a great cause of 
suffering and blindness. 


of cases, 


Europeans, and 
Good results have 
calcium salts and 


Epizootic Diseases. 

Persia has suffered severely of recent years from outbreaks 
of disease among flocks and herds. 

Ca'tle Plague and Anthrax.—In 1919 there was a wide- 
spread outbreak of cattle plague, which was particularly 
severe in the Tehran district and in the province of Fars. 
The diagnosis was confirmed by English and Swedish 
veterinary surgeons. Captain Lawrence, R.A.V.S., on service 
in Iraq, was, at the request of the Persian Government, 
authorised to visit the Kermanshah, Hamadan, Kazvin, 
and Tehran districts. He made a report and detailed 
recommendations. Subsequently, severe outbreaks were 
reported as follows : 





1920 Cattle plague Tehran, Khonsar, Kerman, 
Hamadan. 
Anthrax Tehran. 
1921 Anthrax Tehran. 
1922 Anthrax Hamadan, Kurdistan, 
Dehkurd. 
Cattle plague Mazanderan, Kermanshah. 
1923 Cattle plague Hamadan, Kurdistan, 
Tehran, Gulpaigan. 
Anthrax a Mazanderan. 
1924 Cattle plague and ‘anthrax killed thousands of 
animals in the Tehran, Hamadan, Isfahan, and 
Sultanabad districts. The losses to landlords and 
peasants were very heavy, and the autumn 
ploughing could not be done in places, 
Persia is essentially an agricultural country, and each 


province is 


largely dependent on itself for its food-supply, 
on account 


of the high cost of transport. The problem as 


to how to deal with these ever-recurring epizootics has 
become most urgent, 
ack of funds. 


and it is rendered doubly difficult by 
The Pasteur Institute at Tehran has shown 











the efficacy of prophylactic inoculation against anthrax, but 
has not had the means for carrying it out on a really large 
scale. (In 1924, 60,000 inoculations were done in the Tehran 
neighbourhood, and 4000 army horses were protected.) 
In view of the country’s financial difficulties, it would appear 
profitable for the great landowners to finance the Institute 
for this part of its work, but they have not done so. The 
Persian Government has now decided to engage a French 
veterinary surgeon, and has voted £6000 for starting a 
veterinary service and institute. 

Glanders is common in Persia, especially 
In Tehran, where there are cavalry regiments, hundreds 
of two-horse cabs and a horse tram service, to say 
nothing of privately-owned horses and thousands of 
transport mules and donkeys, little is done outside the 
army in the way of prophylaxis. The writer has seen several 
human cases, all rapidly fatal. 


in the cities. 


(To be concluded.) 


CORRIGENDUM. 
To the Editor of THe LANCET. 


Sir,—May I trouble you to correct a mistake 
notice re the Status Lymphaticus Investigation, 
your issue of March 6th, p. 506, for which I supplied informa- 
tion. The interim report of the original investigation 
was published in the Journal of Pathology and Bacteriology 


in the 
printed in 


for January, 1925, not April, 1925. 
I am, Sir, yours faithfully, 
W. Howe Evans, 
Liverpool, March 10th, 1926. Secretary. 


ARSENIC IN APPLES. 

To the current number of the Analyst a paper is contributed 
by Dr. H. E. Cox, public analyst for Hampstead, who exa- 
mined apples which were the subject of recent prosecutions. 
He points out that Dr. Voelcker’s experiments at Woburn 
have shown that vegetables grown in arsenic-contaminated 
soil do not contain arsenic and he also states that there is 
clear evidence that arsenic is not natural to apples. The 
presence of lead with arsenic in or on the apples is fairly 
conclusive evidence as to the source. Dr. Cox found that 
is hours after spraying the interior of the sprayed apples 
contained from 1-3 to 3-3 parts per million of arsenic. It 
is unlikely that rain would remove all the lead arsenate 
from the surface of apples, but it appears that washing 
and rubbing in 2 per cent. caustic soda solution would do so, 
In the discussion which followed the reading of this paper 
before the Society of Analysts, sympathy was expressed 
with English retailers, as well as some curiosity as to the 
law in America regulating the use and sale of poisons. 
Opinions as to the efficacy of washing were varied. 


IRRITATION THERAPY. 
WE have received a long 


communication from Prof. 
Doliken of Leipzig entitled 


* Vaccineurin : a Neurotropic 
Remedy.” The paper proposes to show that non-specific 
agents may irritate the cells of affected organs, and thus 
bring about a reactive inflammation mobilising the curative 
agents of Nature to restore the normal functions of the cell. 
The definite irritation bodies which have in practice proved 
efficient in this way as a remedial agent for certain affections 
are some colloidal metals, milk injections, typhoid vaccine (in 
its American use for arthritis), and turpentine. Prof. Dollken 
holds that a preparation now produced at the Serum Works 
of Saxony, Dresden, under the name of Vaccineurin is of 
powerful therapeutic efficiency in this way. He describes it 
as an “ autolysate of bacillus prodigiosus and staphylococcus 
mixed in a definite ratio,” and considers his theories to be 
confirmed by successes in a large number of cases treated 


the manuscript mentions 100,000 cases yearly, but this 
may be an error of typing. The injection can be made 
either directly into the blood circulation—the cubital vein 


is suggested as the site—or given intramuscularly, when a 
dose of 1°5 c.cm. of the solution produces a hardly noticeable 
local reaction. The pain of a neuralgia will thus be 
moderately increased either in intensity or frequency for 
some hours, but after every succeeding injection the reaction 
grows, it is stated, less intense. The treatment is recommended 
for various forms of neuralgia, the primary cause being 
considered irrelevant, and details of a number of successful 
cases are appended to the paper. As the treatment appears 


not to be dangerous within the suggested dose, a trial 
might be made of the preparation, but in view of the 
suggestion of the small part which etiology plays in the 
theories for its employment, the desirability becomes 
obvious that these theories should be discussed by expert 
pathologists. We do not gather that Prof. Dollken has 


submitted his views to any scientific medical jury. 


